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CLINICAL EXPERIENCE WITH LIVER FUNCTION 
TESTS. 


By Basi S. HETZEL, 
Adelaide. 


Tue liver function tests have been developed to help 
the clinician with the many clinical problems arising in 
the management of patients suffering from liver disease. 
The complex function of the liver is still imperfectly 
understood, so that we cannot expect too much from liver 
function tests covering known aspects of liver function. 
The limitation of the tests is indicated by the fact that 
they cannot reveal impairment of hepatic function until 
four-fifths of the liver has been affected by a pathological 
process, However, the respective merits of the various 
liver function tests have been the subject of considerable 
controversy. Space does not permit an adequate review of 
the voluminous literature, but a comprehensive biblio- 
graphy is given by Osgood (1947). 

One main point of controversy concerns the number of 
tests which have to be used by the clinician. Certain 
American authors (Watson, 1944) use the whole range of 
liver function tests—producing what they call a “complete 
profile” of liver function. British investigators (Higgins, 
O’Brien, Stewart and Witts, 1944; Sherlock, 1946a) have 
found that relatively few tests give as good a picture of 
hepatic function for clinical purposes. This is in pro- 
nounced contrast with prevalent American practice—for 
most authors, if they do not use a complete range, advise 
a wide range of tests. 

The present investigation has been prompted by this 
difference of opinion. This report is based on the per- 
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formance of certain of these tests on approximately 150 
patients who were or could have been suffering from 
various types of liver disease. These patients have been 
personally examined by the writer, so that a fair appraisal 
of the actual clinical value of the tests could be arrived at. 

The tests used in this investigation can be grouped 
into the two main categories, those testing the excretory 
functions and those testing the metabolic functions. Those 
testing the excretory functions include (i) the serum 
bilirubin estimate, the Van den Bergh test (1918), the 
Meulengracht test (1920—the icteric index), (ii) the 
urinary urobilinogen test with Ehrlich’s reagent, and 
(iii) serum alkaline phosphatase estimations (King and 
Armstrong, 1934). Those testing the metabolic functions 
include three groups, as follows. (i) Those testing plasma 
protein production—namely, (a) the serum protein estima- 
tion, including serum albumin, serum globulin, determina- 
tion of albumin-globulin ratio (modified Kjeldahl test, 
1921, 1937); (0b) flocculation tests—cephalin cholesterol 
test of Hauger (1939) and the serum colloidal gold reaction 
(Maclagen’s modification, 1944); (c) the prothrombin 
index, before and after vitamin K administration—a 
modification of Quick’s method (1938). (ii) The 
galactose tolerance test—modified oral (Maclagen, 1940) 
or intravenous (Bassett, Althausen and Coltrin, 1941). 
(iii) The hippuric acid test (Quick, 1933; Weichselbaum 
and Probstein, 1939). 


GENERAL CORRELATION. 

The results obtained with all these tests in twelve 
cases of parenchymatous liver disease are presented in 
Table I, so that the performances of the various tests can 
be compared. 

The results will be considered column by column. it 
will be seen that the following points emerge. 

(i) C.C.: The cephalin cholesterol test gives a positive 
result in all twelve cases. (ii) C.G.: The serum coiloidal 
gold reaction is equivocal (“++”) or less in four cases 
out of the eleven in which the test was performed. (iii) 
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TasBLE I.* 














Case. Diagnosis. C.C.* C.G.* A.P.? 
I ++++ |+++4++] 19-8 
II and carcinoma +++ + 29-2 
seat +++ ae 23-0 
Iv decarcinoma | +++ |+++++4} 71-9 
v infectious | ++++ |+++++| 20-5 
NI fot ‘i. 

vil +$t++ |+++++)] 21-8 

vill oo ee L HE++ | +H+4+4+ | 18-6 
Ix - | +++] ++++/] 40-0 
x hepatitis | +++ ++ 31-0 
XI cee ee | HEFT [ttt +4] 17-8 

XII ++4++ ++ 22-8 














A/@.* LI? G.I." HA? | P,%* | Ps%.? v. 
0-5 126 1+5 60 50 +++ 
_ — 385 1+4 60 60 _ 
0-6 45 226 0-5 50 60 +++ 
0-8 20 64 — 90 — att 

0-7 — 485 1-0 33 66 _ 
— 16 824 1-0 74 100 — 
0-8 14 — 0-8 47 22 +44 

1-1 10 117 2-0 70 90 _ 
— 40 317 2-7 | 100 — _ 
_ 20 192 1+5 74 100 _ 
0-8 9 — 2-5 — — — 
0-8 50 250 1-0 87 62 _ 
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* The abhicovindionn quod tn this table to denote tho various teste Will be 
A.P.: The serum alkaline phosphatase content (normal, 
three to thirteen King and Armstrong units) was increased | 
in all twelve cases, but below thirty in all except Case IV | 
(carcinoma and cirrhosis), Case V (biliary cirrhosis) and | 
Case X (acute infectious hepatitis). (iv) A/G: The 
albumin-globulin ratio was below normal (1:2 to 4:0) in 
all eight cases in which it was estimated. (v) ILI.: The 
icteric index (normal, four to six units) was moderately 
elevated in all cases, but very little in Case XI—a case 
of cirrhosis. (vi) G.I.: The galactose index was abnormal 
(that is, greater than 160) in seven out of the ten cases 
in which it was estimated. In each of the other three 
cases the galactose index and curves were both normal. 
(vii) H.A.: The hippuric acid excretion test gave a result 
below normal (2-7 grammes) in all cases. (viii) P, (normal, 
70 to 100): The prothrombin index was 50 or iess in four 
cases out of eleven. In three of these cases (Cases III, 
VII and XII) the lowering was definitely due to liver 
damage, as there was a poor response to vitamin K 
administration indicated by P,, which is the prothrombin 
index twenty-four hours after the intramuscular adminis- 
tration of five milligrammes of vitamin K. In Case V 
there was a good response to vitamin K (the prothrombin 
index rising from 33 to 66). (ix) U.: The urinary uro- 
bilinogen was excessive—that is, present at more than 
1/20 dilution—in only four out of ten cases (one test only 
being performed). This indicates the limitations of this 
test. 

To summarize, then, the only tests giving consistently 
abnormal results were the cephalin cholesterol test, the 
serum alkaline phosphatase test, the estimation of the 
albumin-globulin ratio in those cases in which it was 
earried out, and the hippuric acid excretion test. The 
clinical value of lowered hippuric acid excretion is limited, 
for it has been found low in a great variety of conditions 
not affecting the liver (Sherlock, 1946). This has been 
confirmed in this series. We are left, then, with the 
cephalin cholesterol test, the serum alkaline phosphatase 
test and determination of the albumin-globulin ratio. The 
last-mentioned will generally not be abnormal in cases of 
acute hepatitis, but it provides valuable confirmatory 
evidence of liver disease in chronic cases. 


To conclude, it may be affirmed that for practical 
clinical purposes the flocculation tests (both should be 
performed, each as a check on the other) and serum 
alkaline phosphatase estimations should be carried out 
first to confirm a diagnosis of liver disease. A serum 
bilirubin estimation can be made also. If any of these 
gives abnormal results, the albumin-globulin ratio should 
be estimated. 


Furthermore, all these tests can be performed on a 
single specimen of ten millilitres of clotted blood. This 
is convenient and makes estimations of liver function 
more practicable. 

These conclusions are somewhat similar to those of 
Higgins et alii (1944) and of Sherlock (1946a), except 
that none of these authors discusses the flocculation tests. 
These tests have proved useful in this series for a variety 


necessary to indicate the type of cirrhosis or hepatitis 
generally follow that of Himsworth (1947). 
used again without further explanation beyond that given below. 


On the other hand, American authors (Osgood, 1947) 
stress the value of the “complete profile’. This is 
practicable only in hospitals with extensive laboratory 
facilities. By this means it is possible that an exceptional 
case of liver disease that would be missed by the limited 
number of tests suggested might be found. But the writer 
feels that the mere “limited profile’ suggested is adequate 
for the great majority of cases, and certainly much more 
adaptable for routine clinical use. 


CLINICAL VALUE OF THE “LIMITED PROFILE”. 


The performance of the tests and in particular the 
“limited profile’ will now bee reviewed from a purely 
clinical aspect: that.is, applied to specific clinical problems, 
how much use to the clinician are they? Common clinical 
problems in connexion with liver disease are as follows: 
(i) the differential diagnosis of types of liver disease—of 
which the following are examples: (a) the differential 
diagnosis of jaundice, (b) the differential diagnosis of 
hepatomegaly, (c) the differential diagnosis of ascites; 
(ii) the prognosis of liver disease; (iii) the detection of 
latent liver disease. 

At this stage it must be emphasized that no result ot 
any laboratory test can be considered apart from clinical 
evidence. These tests have been developed to assist in 
solving these clinical problems—they cannot solve these 
problems by themselves. The importance of this generaliza- 
tion will be underlined below. 


The Differential Diagnosis of Jaundice. 


In this study McNee’s classification (1923) into three 
types (hemolytic, toxic and obstructive jaundice) has 
been preferred to that of Rich (retention and regurgita- 
tion jaundice). 

The differentiation of these types of jaundice is of 
extreme importance because of the different treatment 
required by each; for example, obstructive jaundice usually 
requires surgical intervention, while operation in a case 
of toxic jaundice may easily have fatal results. 

In practice the diagnosis of hemolytic jaundice is 
usually straightforward. Apart from clinical evidence of 
a known cause or association of hemolytic jaundice 
and the absence of bile in the urine, there is the evidence 
of the hemoglobin estimation and the reticulocyte count. 
Considerable elevation of the latter closely follows hemo- 
lysis. But it must be remembered that obstructive jaundice 
due to gall-stone impaction does occur in chronic hzemo- 
lytic jaundice. 

Urobilinogen occurs in excess in the urine in both 
hemolytic and toxic jaundice, provided that no complete 
obstructive jaundice is present as well. Its presence in 
the urine in hemolytic jaundice is hard to explain on the - 
basis of liver insufficiency—the reserve power of the liver 
is so great. However, its passage through the kidney is 
probably the result of a low renal threshold for 
urobilinogen. For some reason the excretion of urobilinogen 
in toxic jaundice is intermittent apart from the occurrence 
of intrahepatic obstruction. This makes it difficult to rely 
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Altogether the examination of the urine may be helpful 
in the differential diagnosis of jaundice, but further 
evidence is generally necessary before one is completely 
confident. One difficulty is the frequent coexistence of 
intrahepatic obstructive jaundice and toxic jaundice, which 
occurs not uncommonly in cases of infectious hepatitis. 
For the elucidation of such problems further tests are 
necessary. 
The study of jaundice received a great impetus in 1918 
with the introduction by Van den Bergh of his application 
of Ehrlich’s colour reaction with bilirubin. It was thought 
for some years that this reaction was able to distinguish 
the three types of jaundice. Thus in hemolytic jaundice 
the reaction was called “indirect”, because the addition of 
alcohol was thought to be necesary to separate the 
bilirubin from the protein molecule to which it was bound. 
In obstructive jaundice the reaction was given immediately 
—called.“direct” because the bilirubin was free. Toxic 
jaundice was characterized by the “biphasic reaction”, 
which was a mixture of both direct and indirect—repre- 
senting the two types of bilirubin in the serum sup- 
posedly found in this condition. 

It has now been demonstrated conclusively by a number 
of investigators (Corkill, Pollock and Smith, 1946; Finks 
and Blumberg, 1945) that the reactions are different 
quantitatively only. It was shown, for instance, that the 
strong direct reaction could be made biphasic by simple 
dilution. This view has been supported by observations 
during the course of infectious hepatitis, when the reaction 
may first be “direct” (in over 33% of cases) or “biphasic”, 
but as recovery occurs it becomes “indirect” (Finks and 
Blumberg, 1945). Direct reactions have also been observed 
in hemolytic jaundice (Corkill et alii, 1946). 

Hence the Van den Bergh reaction has now been super- 
seded by other tests in the differential diagnosis of 
jaundice. The following tests have been suggested: (i) the 
serum alkaline phosphatase test; (ii) flocculation tests— 
the cephalin cholesterol test and serum colloidal gold 
reaction have been used in this series; the thymol turbidity 
and the thymol flocculation tests have also been suggested 
(Maclagen, 1947), but were not used in this series; (iii) 
the galactose tolerance test; (iv) the prothrombin index 
before and twenty-four hours after the intramuscular 
injection of five milligrammes of vitamin K. 

The differentiation of toxic and obstructive jaundice 
‘by these tests depends on the fact that in cases of toxic 
jaundice the tests reveal impairment of function—evidence 
of diffuse liver disease. 
if early, there is not much evidence of diffuse liver disease. 

Considerable controversy has raged over the merits of 
these tests in assisting the differential diagnosis of 
jaundice. Maclagen (1947) has found a combination of 
the flocculation tests and serum alkaline phosphatase 
estimation of most value. Corkill et alit (1946) and Wood 
et alii (1948) confirm these findings. On the other hand, 
American observers (Giansiracusa and Althausen, 1947) 
stress the value of the intravenous galactose and pro- 
thrombin tests and find the flocculation and alkaline 
phosphatase tests of no value. Clearly more evidence is 
needed. A summary of the results given by each test in 
a series of cases of jaundice will now be given. 


The Serum Alkaline Phosphatase Test. 


Armstrong and King (1934) have shown that in dogs 
the serum phosphatase activity rose progressively each 
day following obstruction of the common bile duct. They 
found considerable elevation of serum phosphatase activity 
in patients with obstructive jaundice—diminishing some- 
what irregularly after relief of the obstruction. In cases of 
toxic jaundice also such an elevation occurs, but not so 
great as in cases of obstructive jaundice. Sherlock (1946a) 
has suggested that 30 (King and Armstrong) units is a 
rough dividing line between obstructive jaundice and toxic 
jaundice. Maclagen (1947) suggests 35 units. 

The results obtained in the present series were as 
follows. In 20 cases of obstructive jaundice only two 
estimations gave figures less than 30 units, while four 
gave figures under 35 units. In 15 cases of toxic jaundice 
only two estimations gave figures above 35 units. As 


In cases of obstructive jaundice,- 












the flocculation tests produced strongly positive results 
in these two cases, there was no difficulty in deciding that 
they were cases of toxic jaundice. 

The results indicate that the serum alkaline phosphatase 
estimation is a valuable aid in the differential diagnosis 
of jaundice. However, the exceptions in the .obstructive 
group require comment. In three out of the four of these 
cases the obstruction was due to an impacted gall-stone 
in the common bile duct. Now it is well known that this 
type of obstruction is intermittent—possibly this is the 
reason for the lessened elevation of the serum alkaline 
phosphatase content in these cases. In three of these cases 
the figure was about 30 units, but the serum alkaline 
phosphatase content was only 14-2 units, and flocculation 
tests produced negative results in the fourth. Liver 
biopsy helped in the differential diagnosis in this case; 
with the evidence of the microscopic section the case was 
regarded as of obstructive jaundice, and laparotomy dis- 
closed an impacted gall-stone with gross dilatation of the 
common bile duct. 

It is believed that with this exception these results are 
satisfactory and a good indication of the value of this 
test in the differential diagnosis of jaundice. The results 
confirm the findings of Maclagen (1947) and of Corkill 
et alii (1946), but not those of Giansiracusa and Althausen 
(1947), who found the serum alkaline phosphatase estima- 
tion of no help in this problem. Bone disease apart from 
jaundice is the most common cause of an elevation of the 
serum alkaline phosphatase level. Some types of such 
bone disease are Paget’s disease, osteomalacia, secondary 
carcinomatosis of bone, hyperthyreoidism and _ hyper- 
parathyreoidism, and naturally these conditions have to 
be excluded in the interpreting of an elevated serum 
alkaline phosphatase level. 


The Flocculation Tests. 

The two flocculation tests will be considered together. 

In fifteen cases of toxic jaundice results were equivocal 
(“++’ or less) in only two cases (convalescence after 
infectious hepatitis). These exceptions are important. 
Since this series was completed two cases of infectious 
hepatitis of a month’s duration have been encountered in 
which both the flocculation tests gave negative results. 
However, in both there was a slight elevation of the 
alkaline phosphatase level, indicating resolving hepatitis. 
In one case the elevation of alkaline phosphatase level 
(22-5 King and Armstrong units) was not high enough 
to support the diagnosis of obstructive jaundice due to 
malignancy which had been considered. Complete recovery 
in both cases confirmed the diagnosis. 

Of twenty cases of obstructive jaundice, in only one was 
there evidence of liver damage—a case of gall-stones with 
cholecystitis. These patients were examined early in the 
cecurse of their disease before secondary parenchymatous 
changes had occurred. Under these conditions the results 
given by the tests were therefore satisfactory. 


The Galactose Tolerance Test. 
In six cases of toxic jaundice the galactose tolerance test 


_gave normal results in only one—& case of mild infectious 


hepatitis. 

In eight cases of obstructive jaundice the test gave 
abnormal results in three cases—all three tested by the 
intravenous method, advocated so strongly by Giansiracusa 
and Althausen (1947) as a valuable means of differential 
diagnosis. These authors hold that this test by itself 
distinguishes three out of four cases of jaundice. With this 
test in conjunction with simple clinical data, they found 
it possible to determine the type of jaundice in almost 
all cases. 

It is believed that this much more troublesome test is 
generally unnecessary for the differential diagnosis of 
obstructive and toxic jaundice. The combination of 
flocculation tests and serum alkaline phosphatase estima- 
tions is adequate in a high percentage of cases. 


The Prothrombin Test. 


The value of this test in the differential diagnosis of 
jaundice depends on the pronounced response of an 
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initially low prothrombin level to the intramuscular 
injection of five milligrammes of vitamin K in obstructive 
jaundice. The cause of the low prothrombin level in this 
condition is defective absorption of vitamin K—hence the 
low level is easily remedied by injection; but in the case of 
toxic jaundice an initially low level remains relatively 
unaffected. 

The results obtained with this test were as follows. Of 
eight cases of toxic jaundice, there was evidence of impaired 
function in four. Of eleven cases of obstructive jaundice, 
there was in two cases an initial low reading of less 
than 5% followed by a rise of 40% to 50% after the 
intramuscular administration of Vitamin K. There was 
a rise from a moderately low level in four cases. There 
was very little change in one case. In the others the index 
was normal. 

This test is not so valuable as the serum alkaline 
phosphatase estimation and the flocculation tests for 
differential diagnosis; however, the prothrombin estima- 
tion is important from the point of view of pre-operative 
treatment, providing a quantitative control for the 
administration of vitamin K. 


Comment. 

It may be concluded that the flocculation tests and serum 
alkaline phosphatase estimation (that is, the “limited 
profile’) are adequate for differential diagnosis in the 
great majority of cases, but the prothrombin index before 
and after vitamin K administration gives useful informa- 
tion, especially from the point of view of surgical inter- 
vention. Probably the most useful single test is the serum 
alkaline phosphatase estimation; in the absence of con- 
comitant bone disease the figure of 35 King and Armstrong 
units is a satisfactory dividing level between toxic jaundice 
(below) and obstructive jaundice (above). However, 
exceptional cases occur such as the one cited above; for 
these liver biopsy is indicated and usually is decisive. 


The use of these tests will now be described in a specially 
interesting case of obstructive jaundice due to cholangioma 
of the bile duct above the cystic duct. 


On her admission to hospital this patient, a female, aged 
forty-two years, gave a history of generally increasing 
jaundice for three weeks, though it had varied in intensity 
a little. She had felt alternately hot and cold and had 
noticed that for the same time her urine was dark. 


On examination she was deeply jaundiced, and her liver 
was palpable and tender three fingers’ breadth below the 
right costal margin. The gall-bladder was not palpable. 
The urine gave a positive result to the test for bile and 
a negative result to the test for urobilinogen. A few days 
after her admission to hospital the jaundice was not so 
deep as it had been and the motions were of normal colour. 
Liver function tests were performed with the following 
results: flocculation tests gave negative results, the serum 
alkaline phosphatase level was 35-6 units, the prothrombin 
index was 5:0 before and 54 twenty-four hours after the 
intramuscular injection of five milligrammes of vitamin K. 


These results were all in favour of pure obstructive 
jaundice and made it unlikely that the diagnosis was 
infectious hepatitis. At dhis stage it was thought that the 
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most likely cause of obstruction was an impacted gall-stone 
in the common bile duct. 

A little less than three weeks after the patient’s admission 
to hospital laparotomy was performed, but no dilatation 
of the common bile duct was found. The gall-bladder was 
contracted and flaccid and there was no induration of the 
head of the pancreas. The condition was considered to be 
infectious hepatitis and a biopsy was undertaken. This, 
however, revealed changes consistent with obstructive 
jaundice and not infectious hepatitis. 

A few days later the tests were repeated; the flocculation 
tests still gave negative results, but the serum alkaline 
phosphatase level was 83 units. There was not the slightest 
evidence in favour of infectious hepatitis, but on the con- 
trary the tests indicated that an obstruction was still 
present. 

Three weeks later a further laparotomy was undertaken, 
but technical difficulties prevented satisfactory results. How- 
ever, no dilatation of the common bile duct could be seen. 

The tests were performed again; the flocculation tests 
still gave negative results and the serum alkaline phos- 
phatase level was now 97°5 units. There was no doubt 
that the obstruction was still present. It now seemed certain 
that there was an obstruction of the biliary system above 
the cystic duct. Five weeks later further laparotomy was 
undertaken. This time a finger-like process of hard tissue 
extending underneath the liver from just below the cystic 
duct could be felt. A piece for section was obtained and the 
abdomen was closed. Examination of the section revealed 
a scirrhous cholangioma of the bile duct. 

After this the patient maintained her general condition 
at first, but eventually her condition deteriorated and she 
died five months after her admission to hospital. Post- 
mortem examination confirmed the operative findings and 
histological diagnosis. 

This case provides a good example of the use of liver 
function tests in jaundice. They were of great value in 
assisting in the differential diagnosis and management 
of this case, though unfortunately little could be done 
for the patient eventually. 


The Differential Diagnosis of Hepatomegaly. 


The diagnosis of hepatomegaly without jaundice, 
unassociated with definite evidence of the pathological 
process involved, may be a difficult problem. The causes 
of such enlargements of the liver may be divided into two 
main groups: (i) diffuse parenchymatous disease—such 
as the various types of chronic hepatitis—chronic infectious 
hepatitis, amebic hepatitis, nutritional (‘alcoholic’) 
cirrhosis (diffuse hepatic fibrosis), post-necrotic scarring 
and “fibro-fatty” liver; (ii) malignant growths—usually 
*carcinomata, generally secondary but occasionally primary. 

The main clinical problem, then, in these cases is to 
decide which of these pathological processes is at work. 
Obviously it is all-important to decide this from the point 
of view of treatment. What help can be gained from liver 
function tests? 

The results obtained in a series of twelve cases of each 
group with our “limited profile’ are shown in Table II. 


From Table II it will be seen that the flocculation tests 
generally give positive results in the cases of diffuse 
parenchymatous disease; the albumin-globulin ratio is also 
disturbed in these cases, while the serum alkaline phos- 
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phatase level is rather variable, being moderately elevated 
in seven out of twelve cases. 

In the first seven cases of carcinoma of the liver it will 
be seen that the flocculation test results are negative, and 
the albumin-globulin ratio (where it has been estimated) 
is normal, while there is some elevation of the serum 
alkaline phosphatase level in all cases—a not uncommon 
finding in carcinoma of the liver. 

However, if Cases VII to XII are considered, it will 
be seen that they gave different results. Let us look at 
these exceptions more closely. Cases XI and XII were 
cases of primary carcinoma supervening on cirrhosis of 
the liver, so that results showing some evidence of diffuse 
parenchymatous disease would be expected in these cases. 
(In Case XII the galactose index was 485—the normal 
figure is 160): Case X was of considerable interest and 
will be described in more detail. 


This patient, a married woman, aged sixty-six years, 
with a sixteen years’ history of diabetes mellitus, had a 
six months’ history of lassitude, anorexia, loss of weight 
and upper abdominal pain. For three months in hospital 
she had an intermittently elevated temperature (102° to 
104° F.). She also had diarrhea associated with the passage 
of blood and mucus in the stools. 

On examination, she was found to be pale, with no 
abnormal physical signs apart from an enlarged, tender 
liver. All the usual investigations gave negative results. 
She therefore presented the difficult problem of hepato- 
megaly with prolonged pyrexia of uncertain origin. Liver 
function tests were recommended with the results shown in 
Table II. They were considered to favour diffuse paren- 
chymatous disease rather than carcinoma, though in view 
of the very high alkaline phosphatase levei (much higher 
than is usual in chronic hepatitis), the possibility of 
earcinoma of the livér could not be excluded. . 

Laparotomy was .performed; it disclosed several nodules 
in the liver, examination of sections of which revealed 
‘neoplasm of exceptional malignancy devoid of structure 
and rich in mitoses’. Apart from its being of epithelial 
origin, the pathologist (Dr. J. O. Poynton) could not identify 
the likely primary growth. There was no evidence of 
hepatitis of any kind at laparotomy. 

The patient’s condition progressively deteriorated, and 
she died two months later. No autopsy was performed. 

These three cases show well that the results of the tests, 
considered alone,. may be deceptive. But emphasis in 
difficult differential diagnosis must be on clinical evidence, 
and the results of the tests with full realization of their 
limitations must be carefully weighed in the light of this 
clinical evidence. It is very likely that antibody changes 
occur as a result of advanced carcinomatosis, and that 
these produced the changes in the flocculation test results 
and in the serum protein levels found in these cases. In 
Case X we have the evidence of prolonged intermittent 
pyrexia—such a reaction must have been taking place. 

The association of hepatomegaly with prolonged pyrexia 
is not uncommon—there are a number of conditions which 
may be responsible; for example, liver abscess, sub- 
phrenic abscess, ‘“cholangio-hepatitis”, carcinomatosis and 
chronic non-suppurative hepatitis of various types have 
all been seen in this series. Liver function tests, in 
particular the “limited profile’ used here, should always 
be carried out, for they may be helpful. 

In the diagnosis of hemochromatosis liver function 
tests have not proved helpful—liver biopsy is the pro- 
cedure of value here (King and Perry, 1948). 

Generally, however, it is considered that the results 
obtained with the tests in cases of hepatomegaly justify 
their use. They may be very helpful if the great importance 
of clinical evidence in their interpretation is always borne 
in mind. ; 

The Differential Diagnosis of Ascites. 


Similar considerations to those applying to the dif- 
ferential diagnosis of hepatomegaly apply to the differential 
diagnosis of cases of ascites in which there is no evidence 
of cardiac failure, kidney disease or other obvious 
etiological factor. Clinical experience suggests that the 
commonest causes of such a condition, whether the liver 
is palpable or not, are, as for hepatomegaly, either diffuse 
parenchymatous liver disease or carcinomatosis of the 
peritoneum usually involving the liver as well. 





However, this series of cases has shown that when 
ascites is the presenting symptom and sign it is much 
more likely that the diagnosis is diffuse parenchymatous 
disease—subacute or chronic hepatitis; all except two of 
the patients with hepatitis in Table II presented with 
ascites as the’ prominent feature, as did also the two 
patients in whom carcinoma had supervened on chronic 
hepatitis. On the other hand, in Cases I to X of the 
carcinoma series, the presenting symptom or sign was 
never ascites, although admittedly a certain amount of 
free fluid was often present in these cases. Instead upper 
abdominal pain, as in Case X, was often complained of 
and on examination hepatomegaly was found. In contrast, 
in the cases of hepatitis the liver could not always be felt 
because of the ascites. In two such cases (Cases V and VI) 
malignant disease was thought to be the etiological factor, 
but in both the results of the liver function tests were 
in favour of diffuse parenchymatous disease. The patient 
in Case V deteriorated rapidly and died; post-mortem 
examination disclosed subacute hepatitis, The condition 
in Case VI has run a chronic course typical of chronic 
hepatitis. Liver function tests thus proved of help in 
both these cases. 


It will be seen that in Cases VIII and X of the 
hepatitis series, the changes in the results of the floccula- 
tion tests could be regarded as equivocal. This does 
happen occasionally; the disturbance of the albumin- 
globulin ratio is more constant, but if there is any doubt 
liver biopsy can be performed—it was decisive in Case VII, 
for example. 


Once again it is seen that the result of no laboratory 
test can supersede clinical evidence. These tests have 
been found helpful in the differential diagnosis of 
hepatomegaly and ascites, but they can assist in the 
differential diagnosis only in conjunction with clinical 
evidence—they cannot make the diagnosis alone. 


As a concrete example of the way in which the results 
of liver function tests can be misleading, the following case 
will briefly be cited. 


The patient, a married woman, aged fifty-six years, had 
suffered from rheumatoid arthritis for ten years. For 
three months she had been feeling weak. On examination 
she was found to be anemic and she had gross arthritic 
deformities of the hands and feet. In addition her spleen 
was readily palpable and firm three fingers’ breadth below 
the left costal margin. There was a difference of opinion 
as to whether the liver was palpable or not. Blood 
examination showed that the hemoglobin value was 10-2 
grammes per centum, the erythrocytes numbered 3,650,000 
per cubic millimetre and the white cells numbered 3800 per 
cubic millimetre (37% were polymorphonuclear cells, 56% 
lymphocytes and 6% macrocytes). 

The problem was, what was the cause of the splenomegaly? 
There was no history suggestive of subacute or chronic 
hepatitis, but liver function tests were performed with the 
following result. The cephalin cholesterol test gave a 
“4+” result; the serum colloidal gold test gave a “+++++” 
result; the serum protein content was 7:0 grammes per 
centum, the serum albumin content being 3-4 grammes per 
centum, the serum globulin content 3-6 grammes per centum 
and the albumin-globulin ratio 0-9. The prothrombin index 
was 60% before and 70% twenty-four hours after the 
intramuscular injection of five milligrammes of vitamin K. 

In view of these results some held that the patient was 
suffering from hepatitis; others held that the changes were 
due to the presence of a chronic infection in the shape of 
the rheumatoid arthritis, and that the splenomegaly was 
probably due to this alone as in so-called “Felty’s syndrome”. 
To resolve the problem liver biopsy was performed; it 
revealed normal liver tissue, thus excluding diffuse paren- 
chymatous disease. 

The occurrence of positive results to flocculation tests 
in chronic infections has been pointed out by Carter 
and Maclagen (1946), who obtained positive results to 
these tests in subacute bacterial endocarditis (100%), in 
pulmonary tuberculosis and rheumatoid arthritis (76%) 
and in malaria (94%). 


The Prognosis of Liver Disease: 


The prognosis in cases of diffuse parenchymatous liver 
disease is an important clinical problem. Clinically it is 
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TABLE III.? 

Case Number. CC. C.G. TP. A. re} A/G. P, Ps. Course. 
ees ++¢+ | tt+4+4++ 5:7 3-9 1-7 2-4 43 70 Resolution. 
+ - ++4+4++4+ 9-2 4:7 85 1-3 74 — Resolution. 
aa ( ++t+ | +4444 6:7 2-9 8-8 0-8 33 66 Chronic course. 
tr (i ++44+ | ++4+4+4+ 9-3 8-8 55 0-6 50 74 
I (¢ ++4+4+ | +4444 8-6 3-3 5-8 0-6 50 — 
7 ..: +4++4+ +4+4++ 5:7 3-4 2-3 1:5 15 10 Death. 
Vv. +++ +++++ 6-3 3-2 3-1 1:0 7 — Death. 
VI. +++ re 5°3 2-9 2°4 1:2 _ -- Resolution. 








2The abbreviations are as in Tables I and II. 


often difficult to assess prognosi§ in these cases. Let us 
consider what help can be given by the liver function tests. 


In this connexion knowledge of the albumin-globulin 
ratio has been found to be of great assistance (Post and 
Patek, 1942; Wood et alii, 1948). Ivy and Roth (1943) 
point out the vatue of the prothrombin index before and 
twenty-four hours after the administration of vitamin K. 
If there is a good response to vitamin K, then the prog- 
nosis is good. ‘ 

We shall now consider the performance of these tests 
in the two main categories of hepatitis: (i) acute hepatitis 
and (ii) chronic hepatitis or hepatic cirrhosis. 


Acute Hepatitis. 


The results obtained by the use of our “limited profile” 
and the prothrombin test in a representative group of 
cases of acute hepatitis are shown in Table ITI. 


The results of the serum alkaline phosphatase estima- 
tion have been omitted because they are not directly 
relevant. Let us consider these cases in turn. 


Case I was a typical case~of mild infectious hepatitis; 
the patient was not unduly ill, and made a rapid uneventful 
recovery. This is what one would expect with the satis- 
factory albumin-globulin ratio and prothrombin test result. 


Case II was a case of relapsing infectious hepatitis in a 
schoolgirl, aged twelve years, with insidious onset but no 
great constitutional disturbance. It will be seen that the 
serum protein readings show. more disturbance than in 
Case I (the estimations were made six weeks after the 
illness began)—they reflect the prolonged process in this 
case. Two weeks after these tests were performed the 
patient appeared fully recovered, and she has remained well. 


Case III was a very different type of case. The patient 
was a boy, aged fourteen years, who was admitted to 
hospital suffering from jaundice of four weeks’ duration. 
There was little constitutional upset. On examination, the 
boy was undersized and both liver and spleen were palpable. 
The results of the serum protein estimations (Table III, ’(i)) 
show a much more severe disturbance than in Cases I and 
Ii—the serum globulin level (normal 2:0 to 3°5 grammes 
per centum) is elevated, with inversion of the albumin- 
globulin ratio. Repetition of the tests a fortnight later 
(Table III, (ii)) shows a further elevation of the serum 
globulin level to 5-5 grammes per centum (the highest seen 
in this series) so that the total protein content is 9-3 grammes 
per centum—well above the normal range. By this time a 
number of “spider” angiomata had appeared on the boy’s 
face and hands. All this evidence suggested a more chronic 
process than the history indicated. But the results of the 





prothrombin test indicated that the liver still had considerable 
reserve. 

Repetition of the tests again seven months later (Table 
III, (iii)) showed slight improvement in the serum protein 
readings. This patient appears to be suffering from 
subacute massive hepatitis. 

Cases IV and V were cases of acute massive hepatitis; 
the patients were females, who died ten days and six days 
respectively after their admission to hospital. The cause in 
Case IV was “Atophan” being given for gout, while in 
Case V the cause was never discovered. The severity of the 
pathological process in these two cases was indicated not 
so much by the albumin-globulin ratio as by the results 
of the prothrombin test in conjunction with the “limited 
profile’. In both cases the tests indicated massive hepatitis 
before the general condition had deteriorated very much, 

In Case VI, a woman in her fourth pregnancy (who had 
had three normal pregnancies) developed jaundice within 
twenty-four hours of a precipitate labour at eight and a 
half months. The patient was drowsy and “toxic”. She had 
a palpable tender liver and bile in e urine. Naturally 
there was great anxiety about her condition. Liver function 
tests revealed relatively mild hepatitis, as the serum colloidal 
gold test gave a negative result. On these results the 
prognosis was not considered so serious. With intensive 
parenteral treatment she showed rapid improvement. A 
prothrombin test was unfortunately not performed in this 
case. : 

It is concluded that the results in this representative 
series of cases show that the “limited profile’ with the 
prothrombin tests is of help in assessing prognosis in 
acute hepatitis. 


Chronic Hepatitis. 

Post and Patek (1942) have found a significant difference 
in the level of serum albumin between those patients 
suffering from cirrhosis who improve and those who do 
not improve and die within a few months. The figures 
were 2-4 + 0-5 grammes per centum for those who died 
and 3-0 + 0-7 grammes per centum for those who lived. 
It is generally considered that patients with a serum 
albumin level less than 2:5 grammes per centum have a 
poor prognosis (normal, 3-5 to 5-2 grammes per centum). 

Table IV shows the results of the serum protein 
estimations obtained in a series of such cases of chronic 
hepatitis. 

It will be seen that no definite correlations exist between 
serum protein estimation and the clinical course. For 
example, in Cases VI and VIII, in which the serum 
albumin contents were 1:9 grammes per centum and 2:2 


























TaBLE IV. 
Total 
Number. Protein. Albumin. Globulin. A/G. P,. P;. Course. 
I 6-2 2-8 4°5 0-8 47 22 Death in six weeks. 
II 6-2 2-7 8-5 0:8 90 _ Death in four weeks. 
il 7-4 2-5 4-9. 0:5 60 50 Improved. 
IV 6-4 3-3 3-1 1-1 70 90 Chronic course. 
Vv 6-1 47 8-4 0-8 37 52 Death in six weeks. 
VI 5-0 “9 8-1 0-6 60 50 Improved. 
VIL 6-8 3-8 3-0 1-3 72 — Improved. 
Vai 5-4 2-2 3-2 0:6 72 90 Improved. 
Ix os 6-1 2-4 3°7 0-7 60 74 Chronic course. 
x > 4-9 2-8 2-1 s 1:3 42 98 Chronic course. 
xI ee ee 6-4 2-5 3-9 0-6 38 50 Chronic course, 
xIf ee oe 6-7 8-4 4°3 0-8 42 50 Improved. 











*The abbreviations are as in Tables I, II and III. 
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grammes per centum respectively, the patients have both 
responded very well to treatment. Five patients (including 
Cases I, Il and V in Table IV) who died within two months 
of admission to hospital had serum albumin contents of 
2-7 grammes per centum or more. 

The results of the prothrombin test were more helpful. 
In Cases VI and VIII the results of prothrombin tests 
were much more satisfactory than in Cases I and V. All 
patients giving a satisfactory response to the prothrombin 
test have responded to treatment. The supervention of 
carcinoma in Case II would appear to have hurried the 
patient’s demise. These results indicate that the pro- 
thrombin test may be of more help in assessing the 
prognosis of chronic hepatitis than the serum~ protein 
estimations, for a satisfactory prothrombin test result 
indicates a good prognosis; a poor result’ may indicate a 
bad prognosis, though not necessarily so, as Cases XI and 
XII show. c 


The Detection of Latent Liver Disease. 

By latent liver disease is meant liver disease which is 
unaccompanied by any definite clinical signs pointing to 
it, such as jaundice, hepatomegaly or ascites. This is a 
common clinical problem, as is shown by the fact that 
approximately 30% of the patients in this series were being 
investigated for such latent liver disease. There were 
patients suffering from anemia and pyrexia of unknown 
etiology, from ‘“neurasthenia”, from chemical poisoning 
and from chronic diarrhea, but most common of all, from 
chronic alcoholism. The detection of latent liver disease 
is also important pre-operatively—for example, before 
thyreoidectomy. or cholecystectomy. 

The problem raised here is clearly a difficult one: how 
far can biochemiéal evidence of liver damage be alfead of 
clinical evidence? In the case of cirrhosis of the liver we 
know that definite signs such as hepatomegaly, ascites and 
jaundice appear relatively late in the course of the disease. 
Earlier symptoms not referable to such definite signs are 
often hard to evaluate. Barker et alii (1945) have pointed 
out that the early symptoms of chronic hepatitis or 
cirrhosis can closely resemble those of an anxiety state. 
Clearly then biochemical tests will be of great help if 
they give us reliable evidence of liver damage before the 
development of the classical clinical signs. 

In this series of cases quite a “complete profile” of the 
tests has been obtained; but the results show that bio- 
chemical evidence of liver damage is either absent 
altogether or very doubtful—for example, only one test 
may produce an abnormal result, even if liver damage is 
present. This means that the liver function tests have 
generally failed to reveal reliable biochemical evidence of 
liver damage in the absence of definite clinical signs of 
liver disease in cases in which it was likely to be present. 
It must be concluded therefore that biochemical tests are 
of little help in these cases—liver biopsy will generally 
be necessary to confirm a diagnosis of latent liver disease. 


SUMMARY AND CONCLUSIONS. 

1. Present liver function tests have severe limitations, 
owing to the great reserve power that the liver possesses. 
This is fortunate for the patient with liver disease, but 
makes it difficult to detect liver disease early, clinically 
or biochemically. 

2. The result of any of the tests depends on a number 
of factors and has to be carefully evaluated in the light 
of clinical evidence before its significance can be truly 
appreciated. 

3. The results of several tests carried out concurrently 
give a better idea of hepatic function than the results of 
one test. A “complete profile’ of the tests entailing much 
cost and trouble does not give a much better picture than 
a “limited profile’ of tests, which can be performed at 
much less cost and trouble. 

4. The actual clinical value of the tests has been found 
to be as follows: (i) A combination of the flocculation 
tests (cephalin cholesterol and serum colloidal gold tests) 
with the serum alkaline phosphatase estimation is of great 
value in the differential diagnosis of the cause of jaundice, 














hepatomegaly and ascites. (ii) The serum albumin and 
globulin estimations with determination of the albumin- 
globulin ratio, and the prothrombin index before and after 
vitamin K, are of considerable help in assessing the prog- 
nosis in cases of diffuse liver disease. (iii) The pro- 
thrombin index before and after vitamin XK is of help in 
the pre-operative management of patients suffering from 
obstructive jaundice. (iv) Generally the tests cannot 
detect liver disease before there are clinical signs such 
as jaundice, hepatomegaly cr ascites pointing to it. How- 
ever, when there is a possibility of the development of 
liver disease, serial tests should be caried out at variable 
intervals in accordance with the particular case. For 
this purpose a combination of the flocculation tests and 
serum alkaline phosphatase determinations with a serum 
bilirubin estimation (Van den Bergh test) is recommended. 
These tests have the great practical advantage that they 
can all be made from a single specimen of ten millilitres 
of blood. (v) When the results of the tests are equivocal, 
liver biopsy has been found to be of value. However, if 
jaundice, hepatomegaly or ascites is present, the number 
of cases in which this measure is necessary is limited, as 
correlation of clinical and biochemical evidence is adequate 
for diagnosis in the majority of cases. In the absence 
of such clinical signs of liver disease, liver biopsy is often 
needed to confirm a diagnosis—for biochemical evidence is 
usually lacking in these cases. 
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EYE COMPLICATIONS OF LEPROSY. 








By J. B. GincHRist GiBson, 
Brisbane. 





QUEENSLAND, which is situated largely within the tropical 
zone, has the largest number of white lepers in Australia. 
White lepers are segregated at Peel Island in south 
Queensland, and coloured lepers are segregated at Fantome 
Island, north: Queensland. Observations regarding the 
ocular lesions of leprosy were made on 55 patients at 
Peel Island over a period of six years. The following are 
particulars in respect of the sex, age, place of birth, years 
lived in Australia, estimated duration of the disease, type 
of code and approximate extent of eye lesions for each 
patient. 


Comments on Table I. 

Sex—tIn this series there were seventeen females and 
thirty-eight males. 

Age.—Ages ranged from eighteen to eighty-four years. 

Birthplace—The_ exact birthplace of the Australian 
patients has been intentionally omitted. 

Years Resident in Australia.—It is interesting to note 
that all patients born outside Australia have lived for 
years at places in Queensland where leprosy is endemic, 
for example, Rockhampton, Lower Burdekin, Cairns, or 
in endemic areas in the Northern Territory, for example, 
Darwin and the Roper River districts. It is probable, 
therefore, that they contracted the disease in this country. 

Estimated Duration of Disease—The duration of the 
disease is estimated from the patient’s history and is an 
approximate figure only. 

Type of Leprosy.—The neural type of leprosy is charac- 
terized by macules and nerve changes leading to anzes- 
thesia and atrophic lesions. Patients with the nodular 
type have leprotic granulomata deposited chiefly in skin 
and mucous membranes, producing typical nodules, 


thickening of ear lobes, leonine facies et cetera. 
Extent of Eye Lesions.—As it was obviously impractical 
to include in the table a detailed description of the eye 





complications for each patient, an attempt was made to 
correlate the other factors with the effect of the disease 
upon the eye by using four general terms to describe the 
extent of the eye lesions: nil, slight, moderate, and severe. 
The term “slight” includes such complications as con- 
junctivitis, slight ectropion or entropion, partial loss of 
eyebrows or eyelashes et cetera. The term “moderate” 
denotes lesions such as complete loss of eyebrows and eye- 
lashes, superficial punctate keratitis, early pannus and a 
previous attack of iritis leaving posterior synechie with 
possibly some diminution of vision. (See Figures I and II.) 
“Severe” lesions are those which greatly diminish or 
actually destroy the sight, for example, sclerosis of the 
































TABLE I. 
Estimated 
Duration Extent 

Sex.; Age. Birthplace. Years in of Type of of Eye 

(Yrs.) Australia. | Disease. | Leprosy. Lesions. 

(Years.) 
M. 46 U.S.A 40 6 Mixed. Severe 
M. 70 England ? 20 Mixed. Severe 
F, 72 | England. 24 5 Nodular. | Moderate. 
M. 47 | Italy. ? 5 Mixed Nil. 
M. 61 Germany. ? 10 Nodular. | Moderate 
M. 63 Germany. 60 1 Mixed. Nil. 
M. 74 Germany. 50 2 Neural. Slight. 
M. 43 | Poland. ? 4 Mixed. il. 
M. 60 | Poland. 30 10 Nodular. | Slight. 
M. 54 Greece. 30 23 Nodular. | Severe 
M. 37 ita. 16 2 Neural. il. 
F. 79 — Is- 65 3 Neural. Nil. 
land. 

M. 62 land. 58 3 Neural Slight, 
F. 83 | Ireland. 63 5 Nodular. | Nil. 
F. 84 Treland. 62 2 Nodular. | Moderate 
M. 64 | New Zealand. $2 13 Neural. Nil. 
M. 18 Australia. Life 12 Neural. Nil. 
M. 23 | Australia. Life 7 Neural. Moderate, 
M. 24 Australia. Life 14 Nodular. | Moderate. 
M. 24 ustralia. Life 4 Neural. Nil. 
M. 24 | Australia. Life 7 Nodular. | Nil. 
M. 25 | Australia. Life 8 Mixed. Nil. 
M, 26 Australia. e 10 Mixed. Moderate. 
M. 28 | Australia. Life 23 Mixed. Nil. 
M. 80 | Australia. Life ? Neural. Nil. 
M. 33 | Australia. Life 2 Nodular. | Moderate 
M. 35 | Australia. Life 3 Nodular. | Moderate. 
M. 38 Australia. Life 20 Mixed. Severe 
M. 39 | Australia. Life 2 Mixed. Moderate. 
M. 40 Australia. Life 24 Mixed. Severe. 
M. 4 Australia. Life 10 Nodular. | Moderate. 
M. 45 | Australia. Life 30 Nodular. | Severe 
M. 45 | Australia. Life Mixed. Severe. 
M. Australia. Life 10 Mixed. Moderate 
M. 52 | Australia. Life 15 Neural. Slight. 
M. 53 | Australia. Life 13 Nodular. | Moderate 
M. 54 | Australia. Life 22 Mixed. Moderate 
M. 58 Life 2 Nodular. | Moderate. 
M. 60 Life. 10 Neural. Moderate 
M. 60 Life 30 Mixed. Severe. 
M. 70 Life 40 Mixed Slight. 
M. 75 Life 4 Mixed. Moderate 
F. 25 Life 5 Mixed. Moderate 
F. 26 Life 2 Neural. Nil. 
F. 28 Life 4 ed. Moderate. 
F, 37 Life 7 Neural. Nil. 
F, 37 Life 10 Nodular. | Moderate 
F. 38 Life 2 Neural. Nil. 
F. 42 Australia. Life 2 Neural. Nil. 
F. 43 | Australia. Life 20 Nodular. | Severe 
F, 54 Australia. Life 20 Nodular. | Severe 
F. 64 | Australia. Life 30 Nodular. | Severe. 
F. 68 | Australia. Life 6 Neural. Slight. 
F. 70 | Australia. Life 6 Nodular. | Moderate 
F. 70 | Australia. Life 6 Mixed. Moderate. 





cornea, occluded pupil, large limbal tubercle, and collapsed 
eye. (See Figure Ili.) It will be observed that the 
severe lesions occur mostly in the cases of long duration 
and more frequently in the nodular and mixed cases. 


7 


Incidence of Various Eye Lesions of Leprosy. 


The incidence of ocular lesions in leprosy appears to 
vary tremendously in different parts of the world. For 
example, Muir (Rogers and Muir, 1940). states that in 
India no more than 5% to 10% of lepromatous patients 
have any disease of the eyes and adnexa caused by leprosy, 
and that the same is true of most parts of Africa. On 
the other hand, Duke-Elder (1939) quotes several investi- 
gators in different parts of the world who found that in 
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every case of leprosy, at some time in its course, some 
lesion of the eye or its appendages occurred and others 
who found ocular lesions in only 20% to 25% of cases. 


Of the 55 patients observed at Peel Island, 64% had 
ocular lesions. It is interesting to note that the frequency 
and nature of the various lesions detected differed con- 
siderably from those observed by King (1936) at a lazaret 
for white lepers in England, although the general incidence 
of eye involvement was approximately the same in each 
series. 

Examination of patients whom I had not seen for several 
years revealed a great increase in the extent of their 
ocular lesions with a corresponding deterioration of vision. 
This has convinced me that, in Australia, the frequency 
and severity of the eye complications of leprosy are 
governed by the duration and severity of the disease 
itself, and it is probable that the figures given for the 
incidence of eye lesions in different parts of the world 
would agree more closely if they were compiled for 
groups of patients suffering from the disease for similar 
lengths of time. 

Table II shows the incidence of the various ocular 
lesions of leprosy observed in this series of cases. 














TABLE II. 
Number of 
Lesion. Cases. 

Loss of pee id and eyelashes 28 50-0 
yareae ol orbicularis oculi a = ei 

ion... . 
Trichiasis c - we Ss " 1 2-0 
Te 4, 1 of eyelids <: 4 5S 

Lepromata on 8 eye! ‘ . 
] apparatus : ‘ “s 
Hansen's bacillus present in tears Nil, Nil 

Conjuncti 

Catarrhal ec a 4 7°5 
om, 3 5°5. 
perficial punctate kera a 28 50°0 
Mieanished sensation ~ ight a 15 27°56 
piereiel keratitis +“ if B 

q ic pannus 2 . 
Sc: of cornea > 6 11°0 
Collapsed anterior chamber 3 5°5 
Limbal tubercle 1 2-0 
Episcleritis ss se ‘ive ia 2 3:5 
nodules se a rae tans 3 5°5 
ellow sclerotics 8 15-0 
Anterior staphylomata | Zz 83°5 
— eyes .. on 3 5°5 
Plastic iritis 15 27-0 
— es Nil Nil 
Lens: 6 11-0 
Lesions of oe a fundi Nil Nil 











Description of Lesions. 
Loss of Eyebrows and Eyelashes. 
Partial loss of eyebrows and eyelashes is a very common 
condition (50% of cases). Complete loss of eyebrows 
occurred in 18% of cases. 


Leprotic Nodules. 


Leprotic nodules, which apparently occur with great 
frequency in other parts of the world, had a low incidence 
in this series. Thus, lepromata of the eyelids were 
observed in only three out of the 55 cases, and there 
were only three patients with small yellow circumscribed 
episcléral nodules, situated well away from the limbus. 
None of the patients had conjunctival nodules which are 
stated to be very common in nodular and mixed types, and 
there was only one case of limbal tubercle, a greyish 


. raised gelatinous mass encroaching on the cornea in the 


lower nasal quadrant. 


Paresis of Orbicularis Oculi. 
Paresis of the orbicularis oculi with resultant ectropion 
due to involvement of the facial nerve is fairly common, 
especially in neural cases. 








Involvement of Lachrymal Apparatus. 

Involvement of the lachrymal apparatus was uncommon. 
There were three instances of “dry eyes” as a result of 
decreased lachrymation. In view of the fact that the 
eye has been suggested as the portal of entry for Hansen’s 
bacillus (Elliott, 1920), it is interesting to note that 
examination of smears taken from the conjunctival sacs of 
16 patients failed to reveal any acid-fast bacilli. In all of 
these cases positive results were obtained from smears from 
the eyebrows, ears and nose. 


Lesions of Conjunctiva. 
No leprotic lesions of the conjunctiva were observed. 
There were, however, a few small pterygia of the ordinary 
type. 


Superficial Punctate Keratitis. 

Superficial punctate keratitis, which is pathognomonic 
of leprosy, was the commonest ocular complication. It 
resembles a milky grey film extending downwards from 
the limbus in the upper quadrant of the cornea, It 
involves the cornea more deeply at the limbus, and 
scattered throughout the film are a number of irregular 





Figure I. 


Superficial punctate keratitis, which is pathognomonic 
of leprosy. 


chalky-white patches (see Figure I). It is frequently 
accompanied by iritis. In one case the lower border of 
the film was seen to recede several millimetres without 
special treatment. 


Leprotic Pannus. 

Leprotic pannus occurred frequently and was seen 
mostly in the upper part of the cornea. It was not heavily 
vascularized and produced a somewhat sclerosed appear- 
ance. Indeed, leprotic pannus is the forerunner of leprotic 
sclerosis of the cornea (see Figures II, III and IV). 


Diminished Corneal Sensation. 
Diminished sensation of the cornea to light touch 
occurred in 27:5% of cases, whereas a much higher inci- 
dence (almost 100%) is recorded for most other countries. 


Collapsed Anterior Chamber. 

One case of collapsed anterior chamber, which coincided 
with an attack of iritis, was observed shortly before and 
after the collapse. There was no perforation of the 
eyeball, and the collapse was probably due to destructigif 
of the ciliary apparatus. 


Yellow Sclerotics. 

A diffuse yellow coloration of the eyeball was observed 
in eight cases and appears to be an accompaniment of 
deep-seated inflammation. This appearance is of practical 
Significance since it was observed to occur in no less than 
four patients whose sclerotics had previously been white 
and who subsequently suffered an attack of iritis. It 
should, therefore, be regarded as a sign of impending 
iritis, and a mydriatic should be instilled occasionally to 
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prevent the pupil from becoming fixed. It may occur while 
the pupils are still reactive to light and may occur in 
one eye only. In the latter case the “yellow” eye will 
usually suffer an attack of iritis which the other eye 
escapes or suffers to a much less degree. The yellow 
colour was confined to the eyeball in all cases except one, 
in which the colour also involved the palpebral conjunctiva. 
The following cases illustrate the development of this 
crenata in patients who were being examined at regular 
tervals. 


Case I—A male, aged forty-six years, was suffering from 
mixed leprosy. When he was first examined, the sclera 
was white, there were loss of eyebrows and slight catarrhal 
conjunctivitis, and the pupils reacted normally. Two weeks 
later both sclera were yellowish, there was early superficial 
punctate keratitis and the pupils reacted slightly. After 
a further two weeks the yellow coloration had become pro- 
nounced, especially in the right eye, and there was slight 
ciliary injection. One month later the right eye suffered an 
attack of acute plastic iritis. 
the eyes became quiet, but both eyeballs were still yellowish. 
Three months later there was another attack of iritis in 
the right eye with a milder attack of iritis in the left eye. 
This patient had not been using “Argyrol”. 





Ficurep II. 
Early leprotic pannus. 


Case II—A male, aged twenty-five years, had nodular 
leprosy. When he was first examined, the eyes were quiet 
and both sclera were white. The patient subsequently 
developed a yellow coloration of both eyeballs, and this was 
followed one month later by subacute plastic iritis in both 
eyes. 

: Lesions of Iris. 

All cases of iritis (27% of all cases) were of the plastic 
type and no miliary tubercles were detected. Moreover, 
in most cases the onset of iritis was subacute or acute 
with marked ciliary injection, posterior synechie and 
pain. Most writers describe the miliary form with a 
relatively quiet eye as being the commonest type of 
leprotic iritis, and state that the plastic type as described 
above is uncommon. 


Lesions of Lens. 
Cloudiness of the crystalline lens was observed in three 
cases and the usual peripheral opacities of senile cataract 
were seen in three cases. 


Lesions of Fundus. 


No lesions of the retina or chorioid were seen. In a 

ber of cases the fundus could not be observed .on 

account of opacities in the cornea or exudate in the 
pupillary area. 


Treatment of Ocular Lesions. 
Mydriatics. 


Mydriatics are the most useful drugs in treatment of 
ocular lesions since the greatest danger to sight is occlusion 


of the pupillary area with exudate er posterior synechie. 
Indications for the prophylactic use of mydriatics are as. 
follows: 
~previously white. 


(i): A yellow coloration of sclera which were 
Homatropine should be _ instilled 


® 


After ten weeks’ treatment - 


occasionally and the eyes watched. If ciliary injection 
appears, atropine should be used. (ii) Loss of pupillary 
reaction. As Muir has pointed out, it is a good idea to 
test the pupillary reaction of lepers every now and then 
and, if the pupils do not react, mydriatics should be used 
occasionally to keep the pupils dilated. This certainly 
applies to Queensland where the typical form of iritis is 
the plastic type with exudate. 


Sulphonamides. 


Sulphonamides were used in the form of eyedrops and 
eye ointments in several cases of mild muco-purulent- 
conjunctivitis. Although the treatment was carried out 
for weeks and the conjunctivitis cleared up, there was no 
alteration in leprotic lesions such as superficial punctate 
keratitis. 

Sulphonamides were also administered orally to a 
number of patients with secondary infection of leprotic 
lesions. Although the secondary infection was much 
relieved, administration of the drug had to be discontinued 
after two or three days on account of toxicity (pyrexia 
and nausea). This agrees with the experience of other 





Ficurp III. 


Moderately advanced sclerosis of the cornea. At this 

stage the pupils are almost invariably fixed and - 

irregular and are usually partially occluded as the 
result of recurrent attacks of iritis. 


observers (Faget et alii, 1942) that the toxic complications 
of sulphonamide therapy in leprosy seem to be more 
frequent and more severe than those occurring in the 
treatment of other infectious diseases. 


Penicillin. - 
Three patients with pronounced ocular leprotic lesions 





were observed before and after the intramuscular adminis- 
tration of over one million units of penicillin. There was 
no alteration in the leprotic ocular lesions, although 
various secondary infections cleared up. 


It is interesting to note that after both the oral sulphon- 
amide and intramuscular penicillin treatments there was 
no alteration in the smears taken from the eyebrows, ears 
and nose, and neither form of therapy appears to have any 
direct effect on the disease itself. 


Lactofiavin. 


It was decided to try the effect of the vitamin lactoflavin 
on the superficial punctate keratitis of leprosy. Four 
patients were given the following treatment for two 
months: (a) the usual injections of chaulmoogra prepara- 
tions (“Iodized Moogrol” or “Alepol”); (0) intramuscular 
injection of lactoflavin (British Drug Houses), three milli- 
grammes daily; two capsules of “Combex Capseal” (Parke, 
Davis) three times a day (each capsule contains vitamin B, 
one milligramme, vitamin B, 250 microgrammes, vitamin 
B, 130 microgrammes, pellagra preventive factor five milli- 
grammes, pantothenic acid 140 microgrammes, and other 
components o% the vitamin B complex derived from liver); 
“Livogen” (British Drug Houses) one drachm three times 
a day (each fluid ounce contains half an ounce of liquid 





extract of liver and liquid extract of yeast equivalent to 
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two ounces of fresh yeast and 400 international units of 
vitamin B,). 

Four other patients who were selected as controls 
received 12 “Calo-Phos” tablets (Parke, Davis) (seven- 
grain tablets of calcium and vitamin D) daily for the 
same period. - 

Later, four other patients were given intramuscular 
injections of lactoflavin three milligrammes daily for six 
weeks. 

Particulars regarding the patients, and the results of 
the treatment are shown in Table III. 

All the four other patients who-were given three 
milligrammes of lactoflavin by intramuscular injection for 
six weeks showed some reduction in the superficial 
punctate keratitis. 

In connexion with this treatment—that is, the adminis- 
tration of riboflavin and calcium—the following points 
should be noted: 

1. In all these patients the superficial punctate kera- 
titis had been stationary in appearance for several months 
prior to the treatment. This is important, since in one 
case superficial punctate keratitis had been observed to 





Ficure IV. 
Complete sclerosis of the cornea. . 


become less without any special treatment apart from 
injections of chaulmoogra oil. Superficial punctate keratitis 
appears to be the only leprotic lesion which may spon- 
taneously become less active. f 

2. The patients at Peel Island are given a good mixed 
diet, which should provide an adequate intake of 
vitamin B,. 

3. In view of the fact that seven out of the eight 
patients who were given lactoflavin showed reduction 
in superficial punctate keratitis, it is reasonable to con- 
clude that lactoflavin is of some value in the treatment 
of this condition. 

4. In all cases, examination of smears taken from the 
eyebrows, ears and nose revealed Hansen’s bacillus before, 
during and after treatment. 

5. The ultimate condition of the cornea depends upon 
whether or not the disease itself is arrested. 


Surgical Treatment. 

Plastic operations for ectropion and the removal of a4 
limbal tubercle were performed satisfactorily. Intraocular 
operations—for example, cataract extraction—were well 
tolerated, but the results were disappointing on account of 
plastic iritis, which occluded the pupil. 


3 Summary. 

1. Ocular complications of leprosy were seen in 34 out 
of 55 white lepers in Queensland. 

2. The frequency and severity of these lesions depend 
upon the duration and severity of the disease itself and 
also upon the type of leprosy, being more severe in 
nodular and mixed types. 





3. The frequency and nature of the various ocular 
lesions differed considerably, in many instances, from 
those recorded in other parts of the world. 

4. The cornea was the tissue most affected and the 
commonest lesion seen was the superficial punctate kera- 
titis which is pathognomonic of leprosy. 

5. A condition apparently not observed elsewhere was 
“yellow eye’, a diffuse yellow coloration of previously 
white sclerotics, followed about six weeks later by acute 
plastic iritis. 

6. Sulphonamide and penicillin therapy had no effect 
upon the ocular lesions. Lactoflavin, given intramuscularly, 
is of some value in the treatment of the superficial 
punctate keratitis of leprosy. 

7. Whatever immediate results are achieved by various 
ocular treatments, the ultimate condition of the patient’s 
eyes depends largely upon whether or not the disease 
itself is arrested. 


TABLE III. 





Age. 
Treatment. | Sex. | (Yrs.) Condition. Result of Treatment. 





Vitamin B,.| M. 25 Leprosy for 15 years. ; General health: felt 

Fairly advanced better after treat- 
nodular type. 8.P.K.1} ment. During treat- 
encroaching three ment patient had 
millimetres on to attack. of iritis, but 
cornea. despite this S.P.K. 
did not advance, 
either in extent or 
density. At end of 
treatment, most of 
the cornea clear and 


shiny. 
F. 28 Mixed leprosy for four | General health: felt 
years. 8.P.K. en- better after treat- 
croaching on to upper ment. S.P.K. un- 
third of cornea. altered in extent, but 
definitely less dense. 
F. 37 Nodular leprosy for 10 | General health: felt 
years. .P.K. en- better after treat- 
croaching on slightly | ment. 8.P.K. less 
meee than upper dense. 


F. 54 Advanced nodular | General health: felt 
leprosy for 20 years. better after treat- 
8.P.K. over upper ment. 8.P.K. in 
half of right cornea ; statu que. 

slight sclerosis of right 
cornea. Fairly marked 
sclerosis of left cornea. 





“Calo-Phos”| F. 25 Mixed leprosy for five | Cornea improved in 
years. 8.P.K. on transparency. 

upper third of both 

cornes. 

M. 54 Mixed leprosy for 22 | In statu quo. 

years. P.K. on 

upper third of cornea. 

F. 43 Nodular leprosy for | In statu quo. 
five years. S§8.P.K. 

partial sclerosis of 

both cornee. 

M. 75 Mixed leprosy for four | In statu quo. 

years. 8.P.K., upper 

third of right cornea 

and upper half of left 

cornea. 

















15.P.K. = superficial punctate keratitis. 
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VESICO-CERVICAL FISTULA.’ 





By Matcotm J. L. Stentne, M.D. (Sydney), F.R.C.S. 
(England), F.R.A.C.S., M.R.C.O.G., 
Honorary Assistant Gynecological Surgeon, Royal 
Prince Alfred Hospital (King George.V Memorial 
Hospital), Sydney. 





THE occurrence of a urinary fistula involving the genital 
tract is fortunately infrequent, and the fistulous tract 
usually connects the bladder with the anterior vaginal wall. 
In some instances the fistula opens high into the vagina 
and is described as juxtacervical in location. <A type of 
fistula so rare that it does not find a place in most manuals 
of obstetrics or gynecology is the vesico-uierine fistula, 
which can conveniently be divided by the internal os into 
vesico-cervical and vesico-corporeal types. 

The reported cases of vesico-cervical fistula fall into two 
categories, which may be neoplastic or traumatic. The 
neoplastic group is an expression of an incurable advance- 
ment of a malignant condition of the cervix or corpus uteri 
or of the urinary bladder,-and may also include the results 
of treatment of such lesions by radiotherapy, particularly 


impaction of the head is the major factor and is apt to 
produce necrosis at the site of greatest impaction. It 
seems plausible to assume that if the greatest force is 
applied to the uterus between the child’s head and the 
symphysis pubis and that if the force and pressure are 
exerted and prolonged beyond a certain point, then - 
ischemia and necrosis of the uterine wall may occur. The 
condition is usually complicated by a prolapsed and 
edematous anterior lip of the cervix, which causes diffi- 
culty in replacement of the cervix to its proper position 
in the pelvis, and by descent of the bladder, which becomes 
interposed between the lower uterine segment of the uterus 
and the symphysis. Spontanous fistula formation may 
conceivably occur, then, in an obstructed labour with 
prolonged impaction of the head involving the floor of 
the bladder and the thinned-out lower uterine segment. 
Necrosis at the site of the impaction may result in a 
vesico-cervical fistula after involutionary changes have 
taken place. 

The clinical history of a patient who developed a vesico- 
cervical fistula after child-birth eleven years ago is 
described. 


Clinical Record. 

In October, 1937, a primigravida, aged twenty-six years, 
was about seven days over her due‘date. She came into 
labour after medical induction, without any appreciable 
resultant advance of the fetal head, even after four days 
of labour. An attempt at forceps delivery at this stage was 





Fieure I. 
Schematic representation of the vesico-cervical fistula. 


the insertion of radium needles. The traumatic group may 
include perforation or injury by instruments in the non- 
pregnant or pregnant uterus. The fistule following child- 
birth are of particular interest and may arise as the 
direct result of trauma by instruments (particularly 
forceps delivery through an os not fully dilated, “failed 
forceps” attempts, lower segment Cesarean section and 
destructive operations), or may conceivably occur 
spontaneously. 

It has been observed that vesico-cervical fistula has 
spontaneously followed the labour of either multipare or 
primigravide, but the characteristic finding is that the 
labour was obstructed, that it involved an infant which 
was large, well-developed and above average size, usually 
presenting by the head, and that there was some modifica- 
tion of the normal factors, which are present and which 
function during the descent and rotation of the head. 
These factors may be influenced by pendulous belly, by 
the character and force of the uterine contractions (at 
times unfavourably affected by pituitary extract) and by 
direct causes of obstruction causing disproportion due to 
malposition, pelvic contraction or pelvic tumour. The 





1 Read at a meeting of the New South Wales State Committee 
of the Royal College of Obstetricians and Gynecologists on 
December 6, 1948. 


& 





Ficure II. 
Cystoscopic appearance of the fistula. 


unsuccessful. Macroscopic examination of a catheter speci- 
men of urine obtained twelve hours after the instrumenta- 
tion revealed blood in appreciable quantity. On the evening 
of the fourth day the patient was examined by a con- 
sultant, whose examination revealed absence of foetal heart 
sounds, a large uterus and the presenting part, the fetal 
head, not fully engaged and high. It was considered that 
a destructive operation upon the fetus per vaginam would 
be difficult and dangerous. A stillborn and somewhat 
macerated infant, weighing about eight pounds, was 
delivered by lower segment Cesarean section. 


The parietal wound healed with some superficial sup- 
puration after four weeks, but there was no clinical 
evidence of peritonitis. Seven days after operation a 
fistulous opening into the bladder developed, causing all 
the patient’s urine to be passed per vaginam. However, 
after three weeks this fistulous tract to all appearances 
almost closed spontaneously, and she gained control over 
the passage of her urine. 

After leaving hospital she noticed that at each menstrual 
period her urine contained blood. The complication of 
menstrual hematuria and partial urinary incontinence con- 
tinued, and in June, 1938, a surgical attempt was made 
to close the fistula transperitoneally. An ovarian cyst with 
a partially twisted pedicle and four inches in diameter was 
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displayed and removed and an exploration of the vesico- 
uterine area was carried out. A fistulous tract between 
the base of the bladder and the anterior aspect of the 
pai was dealt with by excision and suture of the bladder 
efect. 

The operation was only partly successful and the patient 
was conscious of a flow of urine from the vagina, especially 
when she adopted a squatting posture; blood-stained 
colouring of the urine was noticed during menstruation. 
These symptoms continued for the next ten years, when 


should be directed primarily to the pelvic contents and 
secondarily to the fistula. 

As a preliminary investigation to operation excretion 
pyelography was performed and the size and site of the 
fistula were determined by cystoscopy. The fistula was 
found to be solitary and situated three-quarters of an inch 
above the trigone and to the left of the mid-line, and well 
distant from the ureteric orifice. There was a minimum 
of encrustation of the mouth of the fistula, and the sur- 
rounding bladder mucosa was clear and healthy. No 





Figure III. 
Localization of the fistulous tract. 


the additional burdens of severe dysmenorrhea, bilateral 
lower abdominal pain (particularly right-sided and asso- 
ciated at times with nausea and vomiting), distressing 
alopecia areata and pronounced dyspareunia, were thrust 
upon her. 

My examination at this time revealed the presence of 
the fistula by elevation ‘of the anterior lip of the cervix 
and observation of urine trickling through the os. The 
uterus was bulky (4:0 centimetres by 3-0 centimetres by 


FIGURE V. 
Delineation of the bladder defect with stay sutures. 


exploration or curettage of the uterus was contemplated, 
and the patient was placed in the Trendelenburg position 
for abdominal section. The previous subumbilical scar was 
excised, and when the peritoneal’ cavity was opened many 
filmy and omental adhesions attached to the uterus were 
freed. The uterus was softened, cdematous, bulky, 
reddened and bound down by many adhesions in the 
retroverted position. Free straw-coloured fluid was present 
in the pouch of Douglas. When the uterus was freed, the 
remaining ovary was found to be intraligamentary in 





FIGURE IV. 
Transection of the fistulous tract. 


2-0 centimetres), tender and fixed in the retroverted 
position, and examination of the bulbous preaxial cervix 
revealed evidence of an erosion of both lips and Nabothian 
follicles; the area was bathed in discharge. A tender, 
fixed, adnexal mass, the size of a ping-pong ball, was 
palpable in the left lateral fornix. Deep abdominal tender- 
ness was determined at McBurney’s point. 

In view of the magnitude of the pelvic symptoms and 
signs other than those attributable directly to the long- 
standing fistula, it was decided that surgical treatment 





Figure VI. 
Closure of the bladder defect with interrupted sutures. 


position, cystic, enlarged and firmly adherent in a mass, 
which contained a reddened ana juicy tube. The appendix 
was long and subacutely inflamed. 

Total hysterectomy, left salpingo-oophorectomy (the right 
Fallopian tube and ovary had previously been removed) 
and appendicectomy were performed. During the per- 
formance of. the hysterectomy the cervix was carefully 
dissected inside the fascial shell of the cervico-vaginal 
fascia, and when a level midway between the external 
and internal os was reached the cicatrized fistulous track 
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was seen. Posteriorly the dissection of the cervix was 
completed and the posterior half of the cervix was circum- 
cised from the vagina, and then anteriorly the fistulous 
track was transected, the size of the vesical defect being 
thereby considerably increased. The dissection of the 
cervix was continued anteriorly, but before exsection of 
the cervix from the vagina the vesical defect was closed 
with interrupted sutures of fine brown gut (“000”) pene- 
trating to the submucosa of the bladder. The introduction 
of these sutures was facilitated by stay sutures, which were 





’ Figure VII. 
Apposition of freshened edges of the bladder wall. 


removed after the insertion of the last closing stitch. The 
cervico-vaginal fascial layer was used*as a fascial bulk- 
head to reinforce the bladder closure, by the insertion of 
interrupted sutures of the same suture material. The 
vaginal vault opening was now completed and closed by 
suture, care being taken that the very edge of the vaginal 
vault was approximated and that no tension was applied 
to the sutured bladder area. The fascial layer was not 
united over the vault nor were the round ligaments brought 





Ficurs VIII. 


Approximation of the cervico-vaginal to the peri- 
vesical fascia. 


into the vault, and the peritoneal oversewing was com- 
pleted. The appendix was removed. An indwelling 
catheter was inserted into the bladder at the conclusion 
of the operation. 

The post-operative course was uneventful and the patient 
was afebrile after the first day. The catheter remained 
in situ for twelve days attached to a suction drainage 
apparatus of the Sprengel type. Penicillin was given in 
moderate dosage (25,000 units intramuscularly every three 
hours) for a total dosage of 650,000 units. 





The progress, both early and late (up to six months), has 
been excellent and there has been no recurrence. 

The pathological report on the removed tissues was as 
follows: 

Macroscopic.—The specimen consists of a uterus 
including the cervix with the attached left tube and 
ovary. Over the surface of the uterus adhesions are 
obvious and a small portion of omentum is attached 
to the left cornu. On the left side the ovary is cystic 
and contains a cyst which measures 4 x 8 xX 2 cms. 





= Ficure IX. 


Completion of the fascial bulkhead reinforcing the 
bladder closure. 


The cyst contains blood clot. On the anterior surface 
approximately 1:5 cms. above the external os is a small 
pouting area with a hole in the centre which was a 
vesicocervical fistula. 

Microscopic.—The endometrium is in the secretory 
phase—twenty-seventh day. There is some cdema of 
the myometrium. Chronic inflammatory changes are 
present in the cervix. There is an acute salpingitis 





FIGURE X. 
’ Closure of the vaginal vault after total hysterectomy. 


and in the ovary. is a cyst of the corpus luteum. The 
appendix shows evidence of subacute inflammatory 
changes. 

Diagnosis.—Acute salpingitis. Subacute appendicitis. 
Chronic metritis. Vesicocervical fistula. 


Discussion. 


In certain circumstances treatment of high vesico-vaginal 
and vesico-cervical fistule has to be modified, and the 
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vaginal approach, which is simplest, safest and soundest 
anatomically has to be eschewed in favour of the trans- 
peritoneal approach, which has the advantage of curing 
associated or unassociated abnormal pelvic conditions, 
which if untreated would militate against the success of 
the fistula repair. In this instance it was possible by the 
transperitoneal method more effectively to ensure adequate 
exposure and mobilization of the bladder, removal of scar 
tissue involved in the fistulous track connecting the floor 
of the bladder and the anterior aspect of the*cervix, and 
accurate apposition of the freshened edges of the vesical 
defect without tension. 

The confirmation of the site and presence of the fistula 
was rendered easier by reason of the definite symptom- 
atology (menstrual hematuria and urinary incontinence) 
and by the observation of urine issuing through the os 
utert when the patient was examined with a full bladder 
and the anterior lip of the cervix was raised by a 
volsellum. Accessory aids of colouring the urine with 
instillation of methylene blue or sterilized milk, and the 
performance of cystography appeared unnecessary. The 
essential feature of urologicai examination as a pre- 
operative measure was stressed. Cystoscopy determined 
that the fistula was solitary, localized its position in regard 
to the trigone, ureteral orifices and urethral sphincter, 
and excluded the presence of encrustation and cystitis. 
The upper part of the urinary tract was also investigated 
by excretion pyelography and a culture was attempted 
of a bladder specimen collected with aseptic precautions, 
as a normal state of the upper part of the urinary tract 
and absence of pyelocystitis are essential requisites of 
surgical repair. Penicillin was administered post-opera- 
tively whilst the indwelling catheter was in situ, fluids 
were taken copiously, and any blockage of the catheter 
was precluded by intermittent irrigation with weak boric 
acid solution. After the twelfth day, when the catheter 
was removed, intermittent catheterization was resorted to 
until the bladder capacity was satisfactory and negligible 
residual urine was present. It was thought that suction 
drainage of the bladder by use of a Sprengel pump obviated 
the need for the prone position, which was inadvisable by 
reason of the abdominal surgical approach. 

Close observation of the temperature and pulse chart 
was regarded as important, as any extraperitoneal or 
intraperitoneal leakage from the repaired area would be 
reflected therein. 

No vaginal digital or speculum examination was per- 
formed till six weeks after operation, and then no impair- 
ment of vaginal and vesicai function was found. 


$$ ga 


PENICILLIN IN INTERSTITIAL KERATITIS. 


By R. HERTZBERG, 
Sydney. 


A DISTRESSING and peculiar characteristic of syphilitic 
interstitial keratitis is its resistance to the usual forms of 
antisyphilitic therapy. Indeed it may arise during active 
treatment while infection elsewhere is retrogressing. 


Reports of the effect of penicillin on the course of 
interstitial keratitis are conflicting, but most are not 
enthusiastic. Klauder (1947) treated 72 patients and con- 
cluded that penicillin did not give results superior to 
other forms of treatment. The majority of his patients 
received 2,000,000 units intramuscularly in eight days. 
Benton and Heyman (1948) treated 15 patients, and they 
found that penicillin produced little or no immediate effect 
on the condition. Sorsby (1947), using massive dosage, 
is of the opinion that penicillin has a place in the treatment 
of interstitial keratitis. He considers massive dosage 
“necessary in order to attain an adequate intraocular level 
of penicillin. 

The following case shows a rapid response to intensive 
therapy. 





Clinical Record. 

Mrs. §S., aged fifty-seven years, was referred to me on 
January 15, 1949, with a history that three months 
previously the right eye had commenced to trouble her 
and that in spite of treatment the condition had become 
progressively worse. When I examined her the visual 
acuity in the right eye was reduced to perception of light 
and well-established acute interstitial keratitis was present. 
The left eye was divergent and amblyopic, the visual acuity 
being less than °/,. This eye, which showed evidence of 
old iritis, had always been defective. The Wassermann and 
Kline tests both produced strongly positive reactions. On 
January 19 penicillin therapy was commenced as follows: 
500,000 units of penicillin were given intramuscularly every 
six hours for ten days, making a total of 20,000,000 units, 
and 50,000 units of pure crystalline penicillin were given 
subconjunctivally every twelve hours vrutil 600,000 units 
had been given. The crystalline penicillin was dissolved 
in 1:1000 adrenaline solution, except for two injections in 
which the solvent was “Mydricain”. These injections were 
well tolerated, there being neither pain nor discomfort. In 
addition, atropine (1%) was instilled three times daily 
and moist heat was applied. 

The response to treatment was gratifying, for after 
forty-eight hours there was obvious clearing of the cornea 
and after seventy-two hours the visual acuity had returned 
to the ability to count fingers. After ninety-six hours the 
patient could distinguish people at the end of her bed. 
At this time the cornea was only hazy, having originally 
been practically opaque, and the pupil was occluded with 
exudate.. On February 2 the visual acuity was °/,, and on 
April 27 the corrected visual acuity was °/,, and the patient 
could read test type “J.1”. 


Conclusion. 

Although no conclusions can be drawn, this case sup- 
ports Sorsby’s contention that penicillin used intensively 
has a definite place in the treatment of interstitial keratitis 
and would appear to be the treatment of choice. 


.) 
Summary. 
1. A case of interstitial keratitis in an only useful eye 
is presented. 
2. A rapid and satisfactory response was obtained by the 
use of large doses of penicillin, both parenterally and 
subconjunctivally. 
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AN UNUSUAL CASE OF CONGENITAL SYPHILIS 
WITH THE THIRD GENERATION. 


By EpitH E. ANDERSON, 
Sydney. 


Ir seldom happens that a congenital syphilitic transmits 
syphilis. In fourteen years at the venereal diseases clinic 
at the Rachel Forster Hospital for Women and Children, 
Sydney, I have not encountered it before. 


Clinical Record. 


A female child, aged three months, whose birth weight 
was four pounds, was admitted to the Rachel Forster 
Hospital for Women and Children on May 25, 1949; a 
Wassermann test produced a positive reaction. She had 
advanced malnutrition, “snufflies’, head retraction, nys- 
tagmus, pronounced curving of the tibie and depressed 
ale nasi. Her weight was six pounds three ounces. Two 
doses of “Acetylarsan” were given, but her condition 
became worse. She had severe generalized edema and was 








16 THE MEDICAL JOURNAL OF AUSTRALIA. 





Janvary 7, 1950. 





very “chesty”. Penicillin therapy was commenced on 
May 28 and continued until June 14, a total of 1,700,000 
units being given in three-hourly doses of 10,000 units 
until June 9, and then in three-hourly doses of 30,000 
units until June 14. Since June 29 0-3 millilitre of “Acetyl- 
arsan” has been given every fourth day. The child now 
weighs nine pounds and her condition is much improved. 
She has no edema, head retraction or nystagmus, and she 
looks normal apart from the depressed al@ nasi and curved 
tibie. Feeding was a problem, being intranasal at first, 
but she is now taking food by mouth well. Blood taken 
on July 29 yielded a positive reaction to the Wassermann 
test (titre 10) and also to the Kahn test. 


Mother’s Family History. 

The mother, aged twenty-nine years, and apparently 
healthy, yielded a positive Wassermann reaction on May 29. 
Ske has right frontal bossing and her lower jaw contains 
Hutchinson’s teeth. She says those of the upper jaw 
looked the same before their removal. She was treated 
for interstitial keratitis in the country for nine months 
at the age of nineteen years, but no records are available. 
We must assume that she was a. subject of congenital 
syphilis also. Her first child was born four years ago, a 
normal child, who failed to yield the Wassermann reaction 
on June 1, 1949. The mother’s father, aged sixty-four years, 
died of a stroke, and her mother, aged fifty-eight years, 
failed to react to the Wassermann test two years ago and 
still fails to do so; apparently she has a burnt-out infection. 
The patient’s sister, aged thirty-four years, has been 
treated for syphilis for three and a half years, and her 
brother, aged thirty years, was under investigation in the 
army for intractable headaches three years ago and was 
found to have congenital neurosyphilis. Sister and brother 
both have frontal bossing and Hutchinson’s teeth. The 
husband’s tests gave negative results and he has never 
suffered from venereal disease. 


Summary. 
A case is reported of syphilis in the third generation in 
the second child, the first child being normal. Penicillin 
therapy produced a rapid response. 


Comment. 

This case shows the necessity for routine blood tests of 
all pregnant women in private as well as in public 
hospitals. This clinic receives every year from the Royal 
Hospital for Women and from the Women’s Hospital, 
Crown Street, many patients whose-syphilis is discovered 
in ante-natal examinations, no lesions being obvious. We 
hope to publish later from our clinic a report as to these 
numbers, to impress their significance on doctors under- 
taking obstetric work. 
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Reviews. 


A TEXT-BOOK OF SURGERY. 








Mr. Peter Kiery in the introduction to his “Text-Book of 
Surgery” insists that the general surgeon is the most suitable 
teacher of surgery, and best able to balance and to integrate 
the pieces into which surgery is being split. From the 
broad philosophical point of view this may be true. But the 
author can hardly be said to have achieved his aim of 
integration. He makes no reference to one of the most 
important links, the psychosomatic; the personality of the 
patient and the neuroses are not dealt with. But apart from 
- an integration of surgery a text-book should produce the 
best thought and the most efficient methods. Of course, it 





1“Text-Book of Surgery”, by Patrick aly, Se, M.D., M. -. 
(N.U.L.), F.R.C.S. (England); 1949. Lond H. kK.” wis 
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seldom achieves this, although it is the more important 
of its objects. If a general surgeon endeavours to cover 
the whole ground single-handed his book is more likely to be 
behind the times than is a book in the production of which 
specialists have cooperated. Some examples may be given. 

Under “veins”, no distinction is made between thrombo- 
phlebitis and phlebo-thrombosis, heparin is not mentioned, 
nor is the method of giving dicoumarol, nor is a sympathetic 
nerve block. 

Modern knowledge of post-anzsthetic pulmonary com- 
plications isenot mentioned, and the role of bronchial embolus 
and its recognition, prevention and treatment are not dealt 
with. Surely this is of great importance to students, house 
surgeons and general practitioners in view of its special 
association with dental and: tonsil operations. 

Streptomycin is not mentioned. 

Under the treatment of acute intestinal obstruction, the 
modern use of radiology in the diagnosis is not described, 
although one unconvincing film is shown, upside-down, 
without comment. The clinical investigation is not well 
described, the features which point to strangulation as well 
as obstruction are not mentioned, and in the section headed 
“Treatment of Acute Intestinal Obstruction” there is no 
description of the methods of establishing decompression, 
nor any mention of the methods of fluid and electrolyte 
management. There is no mention of the importance of 
tempering the magnitude of the operation to the degree of 
obstruction and to the condition of the patient. 

Under “hernia” there is no mention of the modern repair 
by darning a filigree of unabsorbable suture material, and 
old age is given as a contraindication to operation. 

A considerable section is devoted to that pseudo-disease, 
gastroptosis. 

Mistakes are not infrequent—as in the spelling of Monaldi 
and Parona, in the description of Kuntz’s nerve, and in the 
illustration of Pélya gastrectomy, and in the statement 
that no operations on the parasympathetic have so far 
been suggested. 

The arrangement of sections and headings is not good. 
Thus, pneumoperitoneum (in therapy) is found as a major 
heading, followed by malignant tumours of the lung as a 
similar heading with similar type-setting. Treatment is 
sometimes described before diagnosis. : 

The advanced stages of disease are stressed in the text 
and in the illustrations, and insufficient stress is placed.upon 
the methods and the efforts required to make early diagnoses. 

We cannot recommend this book. 





SURGERY FOR NURSES. 





“SURGERY FOR NursEs”, by James Kemble, is an attempt to 
present briefly all aspects of surgery to nurses in training.’ 


General surgery is discussed in Part I and there are 
chapters on hemorrhage, infection, trauma and newgrowth. 


In this section it is surprising to read still that a 


. tourniquet should not be applied to the leg or forearm 


because of the presence of two bones (page 4). However, 
a tourniquet acts, not by compressing artery against bone, 
but by a general compression of the soft tissues including 
the vessels. Consequently, it is just as effective on the 
forearm and leg as on the arm and thigh. 

In the section on blood transfusions (page 57) a brief 
mention of the Rhesus factor should be made in view of its 
importance. 

Surgical technique is discussed in Part II. This includes 
the preparation of the patient for operation, the operation 
itself, and post-operative care. Here are stressed the 
principles of asepsis and sterilization. 

The iodine method of skin sterilization appears to be 
favoured, though most surgeons now use “Zephiran” and 
spirit, or just plain soap and water. No mention is made 
of the dangers of talcum granuloma when talc powder is 
used for dry sterilized gloves (page 63). In the absence of 
an efficient substitute, talc must be used very sparingly. 

It is pleasing to see that the author advises the boiling of 
cutting instruments just as he does the boiling of syringes 
(page 332). 

Enemata are discussed, but surely soap and water or 
turpentine enemata should be relegated to the past. A few 
words on the dangers of the unskilled administration of 
enemata would not be out of place here. 


1“Surgery for Nurses: A Text-book for the Surgical 
Nurse”, by James Kemble, Ch.M., F.R.C.S. (England), a 
(Bdinburgh) ; ;. 1949. Bristol: John Wright and Sons, Limited. 

London: Simpkin Marshall (1941), Limited. 83” x 53%”, pp. 368, 
with 374 illustrations, some of them coloured. Price: 21s, 
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Fowler’s position is recommended in the section on post- 
operative care (Figure 106). Better than this position with 
its predisposition to venous obstruction of the lower limbs, 
is the nursing of the patient flat in a bed the head of which 
is raised. 

The author is an advocate of early post-operative aperients 
and enemata (page 110). Early post-operative distension is 
not regarded serieusly, though some surgeons consider it to 
be an early stage of paralytic ileus and hold that it should 
be treated as such, though not by pituitrin or acetylcholine 
(page 114). Kinsella’s work on alimentary rest has shown 
the danger of early post-operative feeding, purgatives, 
enemata and intestinal stimulants. 

Early ambulation is not mentioned, though most surgeons 
allow their patients up much earlier than the ten to twenty- 
one days advocated by Mr. Kemble following abdominal 
operations. 

There is no mention of phlebothrombosis, though its impor- 
tance merits discussion. Homan’s calf sign, for instance, is 
easily elicited by the nursing staff. The use of heparin and 
dicoumarin in the prophylaxis of venous thrombosis and 
pulmonary thrombosis and embolism should find a place 
here, too. 

Part III briefly discusses surgical diseases of the various 
systems. 

On the whole this is an excellent book for the nursing 
trainee. 

It is published in the usual pleasing style of John Wright 
and Sons, Limited. However, as in many books of this kind, 
there is a superfluity of illustrations. There should be no 
need for illustrations of instruments, apparatus or 
maneceuvres constantly in use, for instance, Figures 50 to 
55, 59, 60 and 93 are quite unnecessary. Figure 34 is 
redundant as it is practically the same as Figure 91. The 
frontispiece is more suitable for a text-book of anatomy for 
nurses 





“FRUSTRATION. 


In “Frustration: The Study of Behavior without a Goal”, 
Norman R. F. Maier, of the University of Michigan, has 
produced an outstanding contribution.’ Much of it has 
been published in journals, and this book epitomizes the 
author’s researches over a period of ten years. 

Maier believes that the basic principles of instinct, learning, 
motivation and perception are not specific for each species, 
but have merely quantitative differences. He considers that 
animal experiments are indispensable, and in the past too 
much reliance has been placed on introspection in the elucida- 
tion of human behaviour. This is succinctly stated in his 
conclusion, “if the theory based upon animal studies must 
be consistent with human case studies, it also follows that 
theories based upon case studies must be consistent with 
data obtained from animal experimentation”. 

Doubt is cast upon the adequacy of motivation as the chief 
factor in many behaviour problems. It is stated that 
enuresis may be ‘“a weapon of resistance, revenge, or 
retaliation, and that the behavior is a means for satisfying 
an unconscious desire to hurt the parents”. The introduc- 
tion of the regression: concept is as little satisfying as that 
of aggressive self-punishment. Such explanations do not 
account for the persistence in not learning a new response 
which is urgently wished for by the patient. 

The author postulates a new type of behaviour which 
occurs under conditions of frustration. As the subtitle of 
the book indicates, it is without a goal. 

The experimental background for the frustration thesis 
was based on the performance of rats in a Lashley jumping 
apparatus. In this an animal can be trained to develop a 
preference for one of a pair of cards. If the correct card is 
struck, it falls over and the animal is rewarded by a meal 
(reward). If the incorrect card is struck the animal receives 
a bump on the nose and falls down (punishment). 

The rat has not merely the stimulus of hunger, but is also 
forced to jump by a blast of air which urges him forward. 
There is conditioning to position of right or left card, and 
of symbol, black card with white centre or white card with 
black centre. Having taught the rat to jump correctly for 
its meals, the experimenter introduces a frustrating factor 
by altering the site of food or arrangements of the cards. 
It is easy to make the problem insoluble for the rat, who 
cannot know whether he will receive reward or punishment. 
Under such conditions the animals tend to react in a 
stereotyped manner which is quite unhelpful to the food 
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collecting problem, for example, jumping to the right or left 
even though the food is visible. It is characteristic that 
the stereotypy is extremely resistant to change. Punishment 
led to further frustration and increased fixity of the reac- 
tion. Stereotypies are more specific than habits. 

The author made the interesting observation that the 
reaction was not unfixed by convulsive therapy, but could 
be overcome by guidance of the human hand. 

In addition to stereotyped activities of a phobic nature, 
the individual may react by resignation or regress to an 
earlier form of behaviour. Aggression is another symptom 
of frustration. Anxiety is regarded as a mixed state in which 
there is conflict between motivation and frustration. 

Z Convulsions may be induced in animals through frustra- 
on. 

An account is given of animal researches by Pavlov, 
Liddell, Gantt, Masserman and others which tend to confirm 
the thesis. 

Part II of the book is entitled “Implications and Applica- 
tions of the Theory of Frustration’. The author wisely 
does not overstate his case. He concedes an important role 
to the process of motivation, but contends that there are 
inherent differences between behaviour under frustration 
and motivation. Withal] there is the discovery of a new type 
of conflict in the rivalry between the two. 

Light is shed on the problems of childhood. The book leads 
us into the search for frustrating situations and into a 
consideration of discipline versus training. There is evidence 
that much punishment through its degrading quality induces 
frustration, thereby defeating its object. Pediatricians will 
concur in the reality of this finding. The relationship of 
frustration to criminality and delinquency is stressed. 

The author ends hopefully by pointing out the beneficial 
results of trained councilling in relieving the tension 
engendered by frustration. 

This stimulating book should find a place on the book- 
shelves of all who are interested in behaviour problems and 
are prepared to admit that there may be room for new ideas 
on basic principles. 





STERNAL PUNCTURE. 


First published in 1941, “Sternal Puncture”, by A. Piney 
and J. L. Hamilton-Paterson, has now appeared in its fourth 
edition. This useful small book has been slightly enlarged; 
the additions include a short chapter on leuchzmoid reac- 
tions and two new and excellent coloured plates, the first 
showing plasma cells in bone marrow smears, the second, 
megaloblasts in pernicious anemia. The chapter on “Neo- 
plastic and Allied Conditions of the Bone-Marrow” has been 
rewritten and is greatly improved. In their preface to the 
present edition, the authors state that their aim “has been 
(and still is) to present the essential features of the bone- 
marrow in health and disease”. They believe that the need 
for a fourth edition suggests that the mode of presentation 
meets a real need; they have therefore not altered the style 
by attempting to produce a complete review of the subject. 
Previous editions were criticized in this and other journals 
for the lack of documentation; additional lists of references 
appear in the present volume. The book suffers from over- 
simplification and is somewhat superficial. It is impossible 
to avoid these faults in a small volume dealing with a large 
subject. Still, the fourteen colour plates are, on the whole, 
very good; the book is written with sincerity and enthusiasm, 
and it is small, easy to read and comparatively inexpensive. 
It may be recommended most cordially to those who are 
commencing the study of hematology; advanced workers 
will probably prefer to rely on more comprehensive works. 





’ 


SIR GILBERT BLANE AS THE HERO OF A NOVEL. 


Miss SHIRLEY MURRELL has written a light novel which 
portrays the life and work of the great naval hygienist, 
Gilbert Blane, M.D., F.R.S., as its principal character. The 
title given to the book is “Physician Extraordinary”,? in 
token of his appointment to the court of that temperamental 
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and hedonistic Prince Regent who later became George IV, 
King of Great Britain and Ireland. Reading between the 
lines it seems likely that Blane’s conscientious performance 
of this public duty turned out to be the least important and 
the most exacting of his very distinguished career. Miss 
Murrell tells her story in a fluent and dignified style, with 
a studied sense of the period and a masterful command of 
the medical and nautical terminology of the day. The 
narrative follows the main events and achievements of 
Blane with a moderate degree of historical accuracy; but the 
dialogue is for the most part tedious and inconsequential, 
and many of the scenes described are singularly lacking in 
colour and action. 

The story begins with Blane’s student days at Glasgow 
under the friendly eye of the eminent Dr. William Cullen 
and his subsequent emergence from the university as an 
earnest young physician full of eagerness to promote the 
general welfare of the human race. With the fortuitous 
assistance of influential friends he finds himself favoured 
for a position of authority and responsibility as personal 
physician to Admiral Sir George Rodney aboard the flagship 
His Majesty’s Ship Formidable. The Commander-in-Chief 
is so impressed by the young physician’s ability and by his 
advanced ideas on preventive medicine that within a few 
months he is given full scope to implement his theories 
as Physician to the Fleet. As we read of Gilbert Blane’s 
remarkable success in moving the Navy Office to 
unprecedented action for the welfare of seamen, we find 
innumerable references to projected reforms in sanitation 
and in personal hygiene and in improved medical care for the 
sick and wounded in the Royal Navy. The romantic episodes 
that will touch the emotions of stony-hearted medical prac- 
titioners may be restricted to those passages relating to 
the determined efforts of Blane from the beginning to the 
end of his medical career to increase the efficiency and 
fighting strength of the Royal Navy by protecting the 
common sailor from the constant menace of scurvy, typhus 
and the various “fluxes” which made life so precarious bo 
the evil days of Tobias Smollett. 





A SYNOPSIS OF MEDICINE. 





THE latest and ninth edition of Sir Henry Tidy’s “A 
Synopsis of Medicine” is fully revised with the addition of 
only four pages, indicating a pruning which might well be 
emulated by other authors in times when text-books grow 
ever larger.’ 

The general principles remain the same, but some 
rearrangement is made in the order of the systems and the 
chapters in various sections, p* ticularly those on bacterial, 
virus and hepatic disease. I .tuenza now appears among 
the virus diseases, while Haemophilus influenze infections 
occupy a separate newly written chapter. 

Diseases of metabolism now include cystinuria, alkapto- 
nuria and porphyria, but the placing of pink disease among 
the circulatory diseases and Felty’s syndrome with urinary 
disease may be criticized. 

Rewritten chapters on malaria and rubella acknowledge 
Fairley’s malaria research at Cairns and the work of Gregg 
and Swan, both Australian achievements. 

Penicillin is now fully dealt with, while streptomycin is 
more cautiously assessed, pending further clinical reports. 
Presumably newer antibiotics are omitted for the same 
reason. The chapter on tuberculosis is very full, but the 
clinical importance of tracheo-bronchial disease is not 
stressed and it is doubtful if many will agree that pressures 
of 20 to 25 centimetres of water are desirable or that 
the lung should be made to collapse against the spine in 
artificial pneumothorax. 

Modern views on dietary deficiency in relationship to 
hepatic disease are put forward and Hanot’s cirrhosis is 
deleted as non-existent. 

The section on liver efficiency tests is rewritten, and the 
use of folic acid is discussed in the treatment of dys- 
hemopoietic anemia, as are thiouracil derivatives in thyreo- 
toxicosis. 

Many other subjects are rewritten and new articles are 
included in a book which contains much easily located 
information and which succeeds in its aim of providing a 
synopsis of the principles of modern medicine. 





1“A Synopsis of Medicine”, by Sir Henry Letheby Tidy, 
K.B.E., M.A., M.D. B.Ch. (Oxon.), F.R.C.P. (London); Ninth 
Edition, revised and enlarged ; 1949. Bristol: John Wright and 
Sons, Limited. London: Simpkin Marshall (1941), Limited. 
7” x 5”, pp. 1268. Price: 30s. 





Books Received. 





[The mention of a book in this column does wa imply that 
no review will appear in a subsequent issue.] 





“The British Pharmaceutical Codex”; pubfished by direction 
of the Council of the Pharmaceutical Society of Great Bri 
1949. London: The Pharmaceutical Press. 84” x 54”, pp. 1598. 
Price: £3 3s. : 

Published first in 1907 as a book of reference for those 
engaged in prescribing and dispensing medicines. 





“Cardiography”, by William Evans, M.D., D.Sc, F.R.C.P.; 
1948. London and Australia: Butterworth and Company (Pub- 
lishers), Limited. 94” x 6%”, pp. 156, with 211 illustrations. 
Price: 37s. 

The purpose of the book is to help the student preparing 
for a qualifying or higher examination in medicine. . 





“Cardiology”, by William Evans, M.D., D.Sc., F.R.C.P.; 1948. 
London and Australia: Butterworth and ‘Company (Publishers), 
Limited. 93” x 64”, pp. 348, with 269 illustrations. Price: 51s. 

“Meant to serve the need of the medical student who seeks 
@ more concise treatise on cardiology in preparation for a 
qualifying or higher examination.” 





“Modern Trends in ag Raficlogy edited by J. W. 
McLaren, M.A., M.R.C.S., L.R.C.P., D.M.R.E.; 1948. London 
and Australia: Butterworth and Company (Publishers), Limited. 
93” x 63%”, pp. 492, with 381 illustrations. Price: 82s. 

One of the “Modern Trend” series. The book contains 31 
chapters by different authors. 





“Modern Trends in Ophthalmology’, edited by Arnold Sorsby ; 
Volume II; 1948. London and Australia: Butterworth and 
Company (Publishers), Limited. 93” x 64”, pp. 624, with 169 
illustrations. Price: 86s. 

One of the “Modern Trend” series. Deals with physiology, 
diagnostic procedures, pathology, treatment and_ social 
aspects of ophthalmology. 





“Modern Trends in Public Health’, edited by Arthur Massey, 
C.B.E., M.D., D.P.H., D.P.A.; 1949. London and Australia: 
Butterworth and Company (Publishers), Limited. 93” x 6%”, 
pp. 600. Price: 68s. 

One of the “Modern Trend” series. A symposium com- 
prising a series of chapters by different authors covering 
a wide field. 





“The British Encyclopedia of Medical Practice Including 
Medicine, Surgery, Obstetrics, Gynecology and Other Special 
Subjects: Medical Progress,- 1949 ae Editor-in-Chief, the Right 
Honourable Lord Horder, G.C.V.O., M.D., B.Se., F.R.C.P.; 1949. 
London, Africa, Australia, Canada nd New Zealand: Butter- 
worth and Company (Publishers), Limited. 94” x 64%”, pp. 468. 
Price: 44s. 

Composed of three parts—‘“Critical Surveys”, 
and “Abstracts”. 


“Drugs” 





“Modern Trends in Psychological Medicine”, edited by Noel G. 
Harris, M.D., F.R.C.P., D.P.M.; 1948. London and Australia: 
Butterworth and Company (Publishers), Limited. 93” x 63”, 
pp. 468. Price: 68s. 

One of the “Modern Trend” series, written to produce a 
“visionary outlook” and to stimulate thought in psychiatrists 
and others. 





“Society one. » Criminals”, by Paul Reiwald; translated 
and edited by James ; 1949. London: William Heinemann 
(Medical Books), Fi mited, 83” x 53”, pp.-340. Price: 21s. 


A psychological study by a lawyer. 





“Green’s Manual of Pathology”, revised by H. W. C. Vines, 
M.A., M.D.; Seventeenth Edition; 1949. London: Bailliére, 
Tindall and Cox. 9” x 54”, pp. 1212, with 730 illustrations, some 


of them coloured. Price: 42s. 
Intended for the use of undergraduate students. 
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All articles submitted for publication in this journal should 
be typed with double or treble spacing. Carbon copies should 
not be sent. Authors are requested to avoid the use of 
abbreviations and not to underline either words or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: surname of author, initials 
of author, year, full title of article, name of journal without 
abbreviation, volume, number of first page of the article. 
If a reference is made to an abstract of a paper, the name 
of the original journal, together with that of the journal 
in which the abstract has appeared, should be given with 
full date in each instance. 

Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction are invited to seek 
the advice of the Editor. 


oo 


A CALL TO BRISBANE. 

It is not unreasonable to ask what medical men have 
had in mind when they have wished their colleagues a 
happy New Year. With.some people the greeting “A happy 
New Year” comes as a matter of course. This is perhaps 
true of some medical folk, but there are many for whom 
the words have a real meaning. In last week’s issue 
reference was made to the year that was dying and to 
what it had meant; the prospect for 1950 was also 
discussed. Among the events of the future was mentioned 
the Brisbane congress at the end of May and the beginning 
of June. When members of the profession wish for one 
another a happy year they do not think only of material 
gains, of ease and comfort, of freedom from economic and 
professional worry; they think also of success in practice— 
of the possession of knowledge and of the ability to apply 
their knowledge with wisdom. There comes to mind the 
story of King Solomon of old, who, when he was asked to 
name a gift wherewith he was to be endowed, asked for 
wisdom. Those who seek wisdom in their practice of 
medicine must look for means of acquiring it and must 
seize every opportunity that comes their way. Over and 
over again we have pointed out that the members of the 
British Medical Association in Australia have many oppor- 
tunities to acquire knowledge and cultivate wisdom—in the 
scientific and clinical meetings of the Branches and other 
medical bodies, and in the reading of journals supplied 
to them. To this regular fare that is offered to them there 
is added the congress—the Seventh Session of the* Aus- 
tralasian Medical Congress (British Medical Association), 
to give the gathering its correct title. Previous reference 
has been made to this congress and readers have been 
urged to enrol early as members, so that the problem of 
accommodation may present no difficulties. So far many 
applications have been received, but some people defer the 

‘making of a decision, being perhaps a little fearful of the 
future. It is to these that the present message is 
addressed; those who have already booked may perhaps 
have their anticipation heightened and their appetites 
whetted. 








| to the World Medical Association. 





The date of the congress is May 27. to June 3, 1950—the 
time of vacation of the University of Queensland, which 
has generously made its buildings available to the execu- 
tive committee. As already announced in these pages, 
Professor Alexander Paterson Murphy, professor of medi- 
cine in the University of Queensland, is to be president. 
Dr. W. J. Saxton is the honorary general secretary. The 
executive committee has been active and a good deal of 
progress has been made with the preliminary arrange- 
ments. The list of sections with their office-bearers was 
published in this journal on July 16, 1949. Some of 
the presidents of sections have already had promises of 
important and promising papers, and it is safe to say 
that an interesting and useful programme will be built up. 
At the same time we know that the greatest value of a 
congress lies in the informal discussions that take place 
between the sessional meetings and in the friendships that 
are made between practitioners who possibly have been 
previously nothing but names to one another or may 
even, until meeting, have been unaware of one another’s 
existence. In his book “Possible Worlds” J. B. S. Haldane 
has an essay “On Being the Right Size”. He points out 
that there is a “best size” for every animal and also a 
“best size” for every human institution. With no great 
stretch of the imagination this idea can be applied to 
medical communities and medical societies. As the medical 
community increases in size so it increases in its variety 
of interests and in their extent; so also it becomes more 
and more necessary, if efficiency in that medical com- 
munity is to be set and remain at a high level, for its 
members to know more and yet more about one another’s 
work, ideas and aims. Much the same contention was 
advanced in these columns a week or two ago in regard 
This is the greatest 
reason for our urging members of the profession to enrol 
for the Brisbane congress. It may perhaps be mentioned 


' that so far the number of Queensland practitioners who 
| have enrolled 


is disappointingly low. Probably they 
intend to enrol at the last moment; this is not helpful 
to members of the Executive Committee, who need the 
help of Queensland members in the organizing of the 
many congress activities. 

There are other reasons. The British Commonwealth 
Medical Conference is to be held in Brisbane at congress 
time. The Parent Body has announced its intention to 
send representatives for this gathering and word is 
expected from other members of the British Commonwealth 
that they also will send delegates. It is hoped that the 
Federal Council of the British Medical Association in 
Australia will meet at Brisbane just before congress and 
that the directors of the Australasian Medical Publishing 
Company, Limited, will also hold their half-yearly meeting 
at the same time. In addition, several of the special 
groups within the British Medical Association will hold 
their annual meetings concurrently with congress. The 
social side of congress week is being well organized and 
members of congress and their wives are assured of a 
warm welcome to Brisbane. The weather at the end of 
May is as a rule all that visitors to the State wish it 
to be. 

Those who have not decided to become members of 
congress are urged to hesitate no longer. The local medical 
secretaries will give any information that is needed—in 
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New South Wales, Dr. Selwyn G. Nelson, 233 Macquarie 
Street, Sydney; in Victoria, Dr. Leonard H. Ball, Medical 
Society Hall, 426 Albert Street, East Melbourne; in South 
Australia, Dr. Neville P. Wilson, 178 North Terrace, 
Adelaide; in Western Australia, Dr. A. R. Ross Robinson, 
787 Albany Road, Victoria Park; in Tasmania, Dr. R. A. 
Lewis, 2 Mawhera Avenue, Sandy Bay. 





THE CANCER INSTITUTE BOARD OF VICTORIA. 





In the issue of November 12, 1949, a letter from Dr. C. V. 
Mackay, dealing with the setting up of the Cancer Institute 
Board of Victoria, was published in the correspondence 
columns of this journal. Dr. Mackay gave a great deal of 
information in what was not a very long letter, but further 
developments have taken place since he wrote, and to these 
the attention of the medical profession in all States of 
the Commonwealth should be directed. 


The establishment of the Cancer Institute Board fol- 
lowed the passage of the Cancer Institute Act 1948 by the 
Victorian Parliament in December, 1948. It was described 
as an act relating to the establishment and management 
of a cancer institute for the purposes of research into and 
the treatment of cancer and allied conditions, and for 
other purposes. The act was proclaimed on March 29, 1949, 
and the Cancer Institute Board was appointed on the same 
day. Four Government nominees were chosen and the 
following nominees of institutions were appointed: Pro- 
fessor Peter MacCallum, Dr. John O’Sullivan and Mr. 
J. T. Campbell (Anti-Cancer Council of Victoria); Pro- 
fessor R. D. Wright and Dr. L. 8S. Latham (The University 
of Melbourne); Mr. H. F. Stokes and Mr. A. F. Cameron 
(The Austin Hospital); Dr. D. J. Thomas (Royal Mel- 
bourne Hospital); Mr. Balcombe Quick (The Alfred 
Hospital); Dr. Leo Doyle (Saint Vincent’s Hospital); Mrs. 
Ivy Brookes (The Women’s Hospital); Dr. S. G L. 
Catchlove (Prince Henry’s Hospital). Dr. Douglas Thomas 
is chairman of the board and Professor R. D. Wright is 
chairman of the executive committee. We understand that 
Dr. R. Kaye Scott and Dr. W. P. Holman have been 
appointed “designate” medical director and “designate” 
assistant medical director respectively—this presumably 
means that their appointments merely require confirmation. 
Though the establishment of a cancer institute follows an 
’ original conception of the Anti-Cancer Council of Victoria, 
when Sir Hugh Devine was chairman of its executive com- 
mittee, the idea was encouraged and stimulated in 
December, 1943, when the Victorian Government received 
a report from Dr. Ralston Paterson and Dr. Edith 
Paterson on the neéd for the establishment in Victoria 
of a central radiotherapeutic institute for the treatment of 
cancer. In his recent letter Dr. Mackay pointed out that 
certain buildings had been made available to the institute 
and that some of them would need to be altered to enable 
a modern radiotherapeutic institute to be set up. It is, 
in Dr. Mackay’s opinion, unlikely that the alterations 
will be completed before a period of eighteen months to 
two years has elapsed. Net being optimists, we may 
assume that the period will be even longer. The point is 
that a sensible view is apparently being taken and that 
the institute will function before the building may be 
said to ‘be complete. All workers in the cancer field realize 





that it is men and not buildings which count. Once the 
men are at work in the research activities of the institute 
there will be all the stimulus needed for the speeding up 
of the completion of buildings and the installation of 
apparatus for treatment. One encouraging sign is the 
fact that advertisements have been published caliing for 
applications from junior medical officers who will be 
trained in radiotherapeutic procedures before the institute 
is opened. This is much to be commended and it is to 
be hoped that young graduates of suitable calibre will 
apply—graduates mentally equipped for training in cancer 
research and therapy. 





<i 
— 


Current Comment. 





ANKYLOSING SPONDYLITIS. 





ANKYLOSING SPONDYLITIS is one of the well-defined 
maladies whose diagnosis is clear when it is established, 
but whose cause is unknown. Perhaps interest and acumen 
may result in earlier diagnosis of this crippling con- 
dition, as L. J. A. Parr and Eva Shipton pointed out 
in this journal a few years ago. Two studies on this 
subject have been published in England recently which 
stimulate interest, though no further advances are made 
in understanding the fundamental problems involved. 
R. Mowbray, A. L. Latner and J. H. Middlemiss have col- 
lected the radiological findings in 137 cases and have 
presented clinical and biochemical observations on 27 of 
these. F. D. Hart, K. C. Robinson, F. M. Allchin and 
N. F. Maclagan have followed the careers of 43 patients 
treated during the last one to six years and have also 
studied 23 other patients recently investigated In the 
former series the study began from a radiological analysis 
which led to a classification of the changes observed, and 
attempts were then made to correlate the suggested patho- 
genesis with the clinical and biochemical findings. One 
of the points in which the authors were interested was the 
possibility of.some endocrine factor. Other writers have 
pointed out the characteristic preponderance of male 
sufferers, and it has been stated that these patients show 
a greatere excretion of 17-ketosteroids than is usual. 
Mowbray and his fellow workers cannot confirm this, and 


‘with this finding Hart and his team agree. It is not neces- 


sary to traverse all the clinical details of these investiga- 
tions, but by pooling the observations of all these writers 
it may be useful to recapitulate some of the main features 
of this disease. It is essentially a chronic, or rather 
relapsing, process and therefore any investigation should 
be carried out with due attention ,to proper records, 
including serial radiographic and photographic studies. 
The stiffness of the spine may be prefaced by a stage of 
pre-spondylitic pains which should arouse suspicion. The 
early changes in the sacro-iliac joints are an important 
feature and, in the opinion of some, an evidence of 
an infective condition which may well be of etiological 
significance. Raising of the sedimentation rate is 
similarly suggestive, though it has not been found always 
a reliable guide to treatment. In Hart’s series reduction 
of the vital capacity was a common and early sign, due 
to involvement of the thoracic cage. It is chastening to 
find that on the average a correct diagnosis was not made 
for nearly three years from the outset. Among the later 
symptoms was a spread of the condition to the hips; this 
is important, as the capacity of the patient to work is 
thereby impaired. Clinical studies did not shed light on 
the etiology. It is worth mentioning that three patients 
in Mowbray’s series had iritis at. an earlier stage. Other 
writers have assumed a connexion with other “rheumatic” 
diseases because of this complication, but it must be 
admitted that the use of this doubtfully descriptive word 





1The Quarterly Journal of Medicine, July, 1949. 
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adds nothing to the knowledge of the disease. Though 
no special emphasis is laid here in this condensed account 
on the signs found on careful examination of the back, 
the extreme value of careful and repeated physical exam- 
ination may be stressed. Mowbray, Latner and Middlemiss 
found in their laboratory tests that flocculation which 
could be demoustrated*in rheumatoid arthritis was not 
found in spondylitis of the ankylosing type. This helps 
to separate the two diseases from the etiological stand- 
point. The radiological studies give some help towards 
the understanding of the essential pathological changes. 
Three stages are recognized by these authors. In Grade I 
changes are slight, with some erosion of subarticular bone; 
in Grade II narrowing of joint spaces is demonstrable, 
indicating destruction of articular cartilage; and in Grade 


‘III bony ankylosis is apparent. The characteristic involve- 


ment of the sacro-iliac joints has been mentioned. If this 
grading of the changes is accepted, ossification of the 
spinal ligaments will not be considered as any but a 
late change, a helpful concept from the diagnostic point of 
view. Mowbray and his colleagues, correlating the X-ray 
findings with the pathology, point out that in the second 
stage osteoblastic activity has begun and that sclerosis of 
bone appears beside the eroded areas, with some liga- 
mentous ossification. In the third grade raised phosphatase 
values run parallel with greater osteoblastic activity, and 
after some years of this the disease may burn itself out. 
Hart’s series also emphasizes the biochemical difference 
between this disease and rheumatoid arthritis, and the 
evidence points to an infective process rather than a 
metabolic or endocrine disturbance. However, we cannot 
claim that we really know what initiates and perpetuates 
the destructive course of this disease. Fortunately, X-ray 
therapy is of distinct ‘value in hastening and prolonging 
remissions. Enough evidence is not yet available to enable 
us to form an accurate idea of the effect of early radio- 
therapy on the prognosis. In a remittent‘disease this is 
always difficult, but we have in X rays, properly used, a 
most valuable measure which may be given in repeated 
courses over a period of years with distinct benefit. 





HEREDITY AND RETINOBLASTOMA. 





THE hereditary quality and the serious nature of retino- 
blastoma are sufficiently well established to make it impor- 
tant that both the family doctor and the ophthalmologist 
should be able to advise parents what to do when the 
neoplasm occurs in a family. Reference was made in these 
columns on June 7, 1947, to the investigation by Harold 
F. Falls of the pedigrees of two families in which retino- 
blastoma had occurred. Falls recommended that parents 
who had produced a child with retinoblastoma should be 
urged to discontinue having children and that children 
surviving enucleation of an eye for the condition should 


. be sterilized. A rather more moderate view has now been 


put forward by Algernon B. Reese, based on investigation 
of 91 patients with retinoblastoma. In 86 cases the con- 
dition was sporadic (that is, both parents were healthy), 
in five cases it was collateral (that is, one or other of the 
parents was a survivor after removal of a retinoblastoma). 
Analysis of his own series of sporadic cases together with 
two series reported by other investigators indicated to 
Reese that the likelihood that a second ‘sibling would be 
affected would be less than 4% and was probably nearer 
1%. He does not hesitate, therefore, to advise healthy 
parents who have had one child with retinoblastoma to 
have more children. This is not the view of some others 
who have investigated the problem, apart from Falls, whom 
we have already quoted; but it seems a common-sense 
view involving only a reasonable degree of risk, although, 
of course, the parents would need to be fully acquainted 
with that risk. With regard to parents who have survived 
retinoblastoma, Reese’s experience and opinion accord with 
those of most other authors. He points out that no statis- 
tical analysis has been made of any appreciable -number 
of patients who have themselves survived retinoblastoma, 
and therefore an accurate measure of the likelihood of 





transmission of the disease from a surviving parent to a 
child is not possible. But the findings in his small series 
of five cases, in which the progeny of survivors of retino- 
blastoma had the same neoplasm, are striking: two patients 
had each only one child, who suffered from bilateral retino- 
blastoma; two patients had each two children, both with 
bilateral retinoblastoma; the fifth patient had three 
children, of whom two had bilateral retinoblastoma. In 
another series of 184 cases of retinoblastoma only five 


, surviving patients had children; the children totalled 


eight, and seven of these had bilateral retinoblastoma. The 
conclusions from these figures, small as they may be, are 
inescapabie. A survivor of retinoblastoma should not have 
children. The sanction for having more children on the 
part of healthy parents who have had one child with 
retinoblastoma, as dlso the interdiction of the bearing of 
children by all survivors of retinoblastoma, accords with 
the hypothesis that the sporadic type of retinoblastoma 
may be a somatic mutation arising from a developmental 
disturbance, it being necessarily borne in mind that should 
the condition in such a case be arrested the patient might 
well, as Reese puts it, “found a fraternity in which the 
growth would become a dominant trait”. 





TRANSPLACENTAL METASTASIS OF A MALIGNANT 
MELANOMA. : 





TRANSMISSION through the placenta of a malignant neo- 
plasm from mother to fetus is certainly not a common 
occurrence, and a report by Sir Eardley Holland‘ of such 
a case is of con: uerable interest. He believes (on good 
grounds, it seems) that his case is the first in which all 
the data necessary for direct proof of the transmission are 
complete—a belief which emphasizes not only the rarity 
of the happening, but even more the incompleteness of 
much clinical observation. In this case the mother, a 
young woman, had undergone local removal of a primary 
malignant melanoma which was in the skin of the thigh. 
The growth soon recurred and a more extensive operation 
was performed, including the excision of inguinal glands, 
among which was one large black gland. Operation was 
followed by marriage and pregnancy. A further recurrence 
of the growth took place during pregnancy with wide dis- 
semination throughout the body. Near term (some eleven 
months after the second operation) delivery was effected 
by Cesarean section, with the patient apparently in a 
dying state and a large mass (the placenta) in the lower 
uterine segment. The child was alive and well and the 
mother recovered from operation, only to die three months 
later. The placenta was found to be massively infiltrated 
with melanotic growth of the same type as that in the 
mother’s skin; melanotic tumour cells were found in a 
blood vessel of a chorionic villus. The third link in the 
chain, the child, throve well, had no demonstrable signs 
of disease, and remained in apparently good health for 
many months. Then, at the age of eight months, he was 
admitted to hospital with an enlarged, palpably bossed 
liver and died at the age of ten months. Post mortem 
nodules of melanotic growth were found in his liver 
similar to the growth in the mother’s skin and the placenta. 
Holland presents a full and interesting report of the 
detailed clinical and pathological findings at all stages 
of the story and his paper is enhanced by coloured repre- 
sentations of the skin and lymph glands removed from the 
mother’s thigh, the placenta (macroscopic and microscopic) 
and the child’s liver. Transmission via the placenta 
appears, as Holland claims, to -have been proved and a 
clinico-pathological record of exceptional interest has been 
added to the literature. Appended to the report are brief 
summaries of the small group of similar reports from the 
literature (four of placental metastasis and two of fetal 
metastasis), but in none was the neoplasm demonstrated 
in all three agents, mother, placenta and fetus or infant. 
Perhaps Holland’s paper will stimulate other complete 
observations. 





1The Journal of Obstetrics and Bynecology of the British 
Empire, August, 1949. 
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Abstracts from Wedical 
Literature, 


PADDIATRICS. 


Psychobiological Dysfunction in 
Children. 


J. R. Jacopson anp H. G. Pratt (The 
Journal of Nervous and Mental Disease, 
April, 1949) draw attention to the 
practical applications of mental testing 
in backward children. They state that 
often the disabilities are not due to a 
low intelligence, but rather to a thought 
pattern which shows much impulsive- 
ness. Thus one child answered with- 
out thinking and only with difficulty 
could be slowed down so as to be given 
time to think. Practice in deliberate 
thinking improved her general 
efficiency. The authors consider that 
there is too much emphasis in schools 
upon speed of response and too little 
on more deliberate, careful, reflective 
functioning. The resulting immaturity 
is responsible for such serious defects 
in adult psychology as_ schizophrenic 
and confusional tendencies. 


Febrile Convulsions and Epilepsy. 


MarGaret A. LENNOX (The Journal of 
Pediatrics, October, 1949) discusses the 
relationship between febrile convulsions 
of childhood and epilepsy. She points 
out that though many febrile con- 
vulsions are benign, some are the 
beginning of epilepsy. She reviews 
the histories of a greup of epileptics 
whose first convulsion was a febrile 
one during childhood in an attempt to 
find features of prognostic importance. 
The point is made that a severe or 
prolonged convulsion in infancy, 
especially if associated with fever, may 
cause cerebral damage that disposes 
toward future fits. This risk of brain 
damage is greatest in infants during 
the first year of life. The author con- 
cludes that unfavourable prognostic 
features of febrile convulsions sug- 
gesting the likelihood that recurrent 
seizures may develop are onset in the 
first year of life, prolonged or focal 
convulsions, an abnormal birth history, 
a history of many febrile convulsive 
episodes, a family history of epilepsy, 
an abnormal electroencephalogram and 
female sex. 


Immunization to and Treatment of 
Scarlet Fever. 


PauL S. Ruoaps (American Journal 
of Diseases of Children, February, 1949) 
reviews the present status of immuniza- 
tion to and treatment of scarlet fever. 
He _ reports. satisfactory immunity 
lasting several years produced by a 
series of five doses of unchanged 
scarlet fever streptococcus toxin 
(W.S.P.), commencing with an initial 
dose of 650 skin-test doses and 
gradually increasing to a final dose 
of 120,000 skin-test doses. Of a group 
of 1280 undergraduate nurses in a fever 
hospital, 41°6% were shown to be 
susceptible and 584% immune by the 
Dick test. Of those susceptible, 298 
were immunized, and none contracted 
the disease. Of the 449 susceptible 
persons not immunized, 15 developed 
scarlet fever. The many modifications 
of this method, ‘introduced to reducf 
reactions, do not give. satisfactory 
immunity, the degree an® duration of 
-the immunity depending on the amount 





of antigen given. Reactions include 
swelling, redness and pain at the site 
of -injection, nausea, vomiting, a mild 
searlatinal rash lasting a few hours, 
and joint pains in persons who have 
formerly had arthralgia. In a group 
of 190 nurses, the average loss of time 
from duty was 0°239 day per nurse 
receiving the full series of five injec- 
tions. If severe reactions occur they 
may be avoided subsequently by giving 
smaller and more numerous doses. How- 
ever, the dose must increase each time, 
and the total dose must not be reduced 
to achieve satisfactory immunity. This 
immunity against scarlet fever does 
not protect against other hemolytic 
streptococcal infections. The scarlet 
fever streptococcus can be identified 
only by its ability to produce a toxin 
that is neutralized by specific scarlet 
fever antitoxin and not by Griffith 
agglutination reactions or Lancefield 
typing. Non-scarlatinal streptococcal 
sore throats have about as many com- 
plications as scarlet fever, but with the 
latter they are more numerous, otitis 
media being twice and nephritis five 
times as frequent. For treatment one 
can use the sulphonamides, penicillin, 
convalescent serum and specific anti- 
toxin. Sulphonamides do not alter the 
toxic phase of the illness and complica- 
tions often develop during their 
administration. -The purulent complica- 
tions resolve more quickly if sulphon- 
amide therapy is continued, or if it 
is commenced when the complications 
develop. The duration of the carrier 
state is not reduced by sulphonamide 
therapy. Penicillin has more effect on 
the toxic phase and _ reduces. the 
incidence of complications; it is the 
most effective available treatment to 
effect termination of the carrier state, 
a total dose of 500,000 io 1,000,000 units 
being required. Scarlet fever con- 
valescent serum, if given early and 
in adequate dosage, a minimum of 60 
millilitres to a young child and up to 
300 millilitres to a sick adult, causes 
prompt relief of the toxic stage of the 
illness and reduces complications. Com- 
mercial specific scarlet fever antitoxin 
is about 300 times as rich in antibodies 
as average convalescent serum, and a 
dose of three to five millilitres by intra- 
muscular injection is effective in the 
early stage of the illness. The most 


- satisfactory treatment of scarlet fever 


at present is full dosage of penicillin 


combined with convalescent serum or. 


antitoxin. 


Diagnosis of Scarlet Fever. 


RONALD M. BERNARDIN et alii 
(Americen Journal of Diseases of 
Children, September, 1949) discuss the 
diagnostic value of the Dick test, white 
blood cell counts, throat cultures and 
desquamation in the diagnosis of 
scarlet fever, which, though usually 
easy to diagnose, sometimes presents 
in a form that is not typical and 
requires diagnostic aids. They state 
that the value of the Dick test to 
determine susceptibility to scarlet fever 
is universally recognized (the intra- 
dermal injection of a small amount of 
scarlet fever toxin causes a bright red 
reaction in six to twelve hours in 
susceptibles). However, its value in 
diagnosis is very limited. Among 100 
patients with scarlet fever the result 
of the test was positive on the first or 
second day in 59 cases, and in only 27 
of these was reversal of the reaction 
seen during the illness (the majority 
bythe tenth day). Moreover, of those 
patients who had an initial “negative” 
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reaction fourteen had: “positive” reac- 
tions by the tenth day of their illness, 
This test is considered to be of little 
diagnostic value. Eosinophilia was of 
less value, appearing in only 33 cases. 
Desquamation occurred during  con- 
valescence in 95 cases, and cultures of 
hemolytic streptococci were grown 
from the throat in 85. 


Lead Poisoning in an Infant from 
Lead Nipple-Shields. 


I. GorDON AND T. P. WHITEHEAD (The 
Lancet, October 8, 1949) report a case 
of lead poisoning in an infant whose 
mother had used lead nipple-shields 
during lactation. The lead poisoning 
was associated with rickets. The 
authors discuss the sources and diag- 
nosis of lead poisoning in infants and 
emphasize the serious prognosis and 
sequela. The probable mode of absorp- 
tion of lead from the nipples by the 
infant is discussed and the authors 
conclude it is unsafe to use lead nipple- 
shields in any circumstances. Shields 
made of plastic or other non-poisonous 
substances are safe and_ equally 
elfective. 


Lesions with Extreme 
Eosinophilia. 


WoLr W. ZUELZER AND LEONARD APT 
(American Journal of Diseases of 
Children, August, 1949) discuss a 
group of children presenting  pro- 
nounced eosinophilia of the blood 
and bone marrow, a high total léuco- 
cyte count and an increase in plasma 
globulin. The ages ranged from 
eighteen months to- three years, and 
the clinical picture varied. Among 
the manifestations were hepatomegaly, 
pulmonary infiltrations, asthma, joint 
pains, urticaria and convulsions. 
Through much of the course of their 
condition, however, the majority of 
the patients were free of symptoms. It 
is pointed out that the essential unity 
of the conditions is based on _ the 
character of the pathological lesions 
tound in the liver in four of the cases. 
These consisted of foci of necrosis, 
granuloma formation and_ intense 
eosinophilic infiltration. In the first 
ease fresh and old granulomatous 
lesions with eosinophilic infiltration 
were found in the liver of a child of 
three years who died of encephalo- 
pathy. Blood studies had not been 
made, but examination of the bone 
marrow showed an intense but orderly 
eosinophilic reaction. The second child 
was observed for two and a half years 
with recurrent coryza, bronchitis, fever, 
hepatomegaly and pronounced eosino- 
philia. Liver biopsy showed numerous 
scattered granulomatous areas with 
necrotic centres and eosinophilic 
infiltration. The third child was 
observed over a period of six months 
with recurrent cough, asthma and 
transient recurrent pulmonary infiltra- 
tion, hepatomegaly, persistent eosino- 
philia, leucocytosis and _ increased 
plasma globulin. Biopsy showed dis- 
seminated eosinophilic granulomata in 
the liver. The fourth child was a 
sister of the third and had persistent 
eosinophilia, but no symptoms. or 
visceral changes over a period of six 
months. The fifth patient had recurrent 
asthma, hepatomegaly, eosinophilia, 
leucocytosis and  hyperglobulinemia, 
and on biopsy the typical liver lesions. 
The sixth had transient joint pain, 
swelling and _ tenderness,’ urticaria, 
leucocytosis and eosinophilia, and two 
months later developed hepatomegaly. 


Visceral 
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The seventh had pulmonary infiltration, 
leucocytosis and eosinophilia, and the 
eighth recurrent upper respiratory 
infection, hepatomegaly and_ eosino- 
philia. The eosinophilia was very 
striking, rising as high in one child as 
87% of a total leucocyte count of 
105.000 per cubic millimetre, and in 
most cases being of the order of 50% 
of 50,000 leucocytes. All the children 
except the first improved or recovered. 
Investigation failed to reveal any 
recognized cause for the eosinophilia, 
and the authors suggest that the cases 
represent a syndrome analogous to 
Léffler’s syndrome of recurrent 
asthmatic symptoms, pulmonary infil- 
tration and eosinophilia seen in older 
children and young adults. They sug- 
gest that both conditions represent an 
allergic hyperergic reaction, which in 
young children affects predominantly 
the liver, in adults the lung, but which 
may vary in intensity from _ the 
asymptomatic picture of the fourth 
ease in their series to irreversible 
changes that cause death. ; 


ORTHOPACDIC SURGERY: 


Scoliosis with Paraplegia. 


K. G. McKenzie anp F. P. Dewar 
(The Journal of Bone and Joint 
Surgery, May, 1949) report five cases 
of scoliosis with paraplegia and review 
36 comparable cases from the literature. 
They state that these 41 cases have 
been studied with the object of deter- 
mining the etiology of scoliosis, the 
reason why spinal cord compression 
sometimes develops, and the results of 
conservative and operative treatment 
of such compression of the cord. The 
cause of paraplegia is nearly always 
compression of the spinal cord by the 
dura, which in severe scoliosis is under 
longitudinal tension because of its firm 
attachment to the foramen magnum 
above the sacrum below. Such tension, 
resisting displacement of the spinal 
cord from the straight line, may be 
shown to cause incomplete spinal block 
even when there is no paralysis. When 
paralysis occurs it usually develops 
during the years of most rapid growth, 
the tight dura being unable to accom- 
modate itself to the rate of growth of 
the spinal column; cord compression is 
probably increased by narrowing of 
the dural sac by rotational displace- 
‘ment. The authors found that the 
most striking results have been secured 
by means of laminectomy with section 
of the dura and sometimes division of 
dentate ligaments and tight nerve roots. 
After such division there is evidence 
of release of compression; the cord 
herniates through the dural slit, and 
spinal pulsation returns. It is important 
to control bleeding in order to avoid 
post-operative compression by blood 
clot, and to prevent leakage of cerebro- 
spinal fluid through the arachnoid. It 
is unwise to perform spinal fusion at 
the same time as_ decompression, 
because it increases the danger of 
hematoma formation. Moreover, the 
improvement gained by decompression 
is maintained even if no fusion of the 
spine is performed. The authors believe 
that conservative treatment of scoliosis 
with paraplegia should not be con- 
tinued for long periods unless there is 
evidence of early and _ progressive 
improvement, because prolonged com- 
pression causes irreversible changes in 
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the cord. In three cases, paraplegia 
was not due to dural compression: in 
one the condition turned out later to 
be syringotnyelia; in one, reported by 
Heyman, the condition was due to the 
pressure of a bone spur; and in one, 
reported in this series, the condition 
was due to a congenital tight band of 
developmental origin, which might have 
caused the scoliosis as well as the 
paralysis, and in which, after resection 
of the band, recovery from the paralysis 
was complete. 


Ischio-Femoral Arthrodesis of the Hip. 


W. B. Fotey (The Journal of Bone 
and Joint Surgery, May, 1949) describes 
an operation for ischio-femoral extra- 
articular arthrodesis of the hip joint 
by posterior open approach, based on 
the techniques of Trumble and Brittain. 
This operation has been undertaken for 
19 patients, 17 of whom had tubercu- 
losis of the hip and two osteoarthritis 
of the hip. Failure of fusion occurred 
in only one case, that of an obese 
patient, aged fifty-two years, with 
osteoarthritis; nevertheless the func- 
tional result was satisfactory. In all 
other cases there was clinical and radio- 
graphic evidence of sound fusion. In 
practically every case this fusion was 
present at the time of removal of the 
first plaster, about ten weeks after 
operation. In a number of patients, 
especially the younger, there was some 
evidence of operative shock, and trans- 
fusion of blood or plasma during the 
operation is a wise precaution. 


Delayed Autogenous Bone Graft for 
Congenital Pseudarthrosis. 


J. R. Moore (The Journal of Bone 
and Joint Surgery, January, 1949) 
reports his experience in the use of the 
delayed autogenous bone graft in the 
treatment of congenital pseudarthrosis. 
He states that the delayed autogenous 
bone graft is a graft that is elevated 
from the tibia, fibula or ilium, com- 
pletely freed of all attachments, 
replaced in its natural bed, and, after 
routine closure by layers of the 
periosteum, subcutaneous tissue and 
skin, allowed to remain so imbedded 
for an average period of eighteen to 
twenty-one days. It is next removed 
subperiosteally, care being taken to 
preserve the new bone attachment to 
its various’ surfaces. It is then 
implanted in the fragments comprising 
the pseudarthrosis. The author states 
that the pseudarthrosis should be 
excised completely, with all fibrous 
tissue and the sclerosed bone ends. The 
tibial and fibular fragments should be 
aligned perfectly and then held in 
position; each is transfixed by two 
heavy Kirschner wires, the epiphyseal 
lines being carefully avoided. Leg 
lengthening shouid be done very slowly 
—one-sixteenth of an inch daily, begin- 
ning on the seventh day. The 
maximum length obtained in the 
present series was: three and a half 
inches. The delayed grafting must not 
be started until lengthening is complete 
and the operative wound has healed 
The author describes the technique of 
insertion of the graft in detail. Fixation 
with pins and plaster is maintained 
until the medullary cavity appears in 
the graft, after an average period of 
four to six months. A double-bar 
caliper ‘brace, extending from ankle to 
groin, is then applied and is worn for 
two years. The age at which operations 
were performed in the author’s series 
varied from four to twelve years. Bony 





union occurred in each instance. The , 
author believes that the delayed auto- | 
genous bone graft is capable of stimu- 
lating osteogenesis. The extra supply 
of alkaline phosphatase and _ the 
attached newly formed bone may con- 
tribute to this. The principal problem 
is one of meticulously nurturing the 
young bone until it can withstand the 
physiological forces and, later, the 
functional demand. Reinforcement of 
the newly formed tibia at its weak 
point, as evidenced by narrowing or 
incipient bowing, is imperative. Osteo- 
synthesis of the fibula is believed to 
be of great value, not only in offering 
additional strength to the young tibia. 
but also in maintaining axial align- 
ment. The author considers that if a 
bimonthly X-ray check is undertaken 
during the first two years, early 
bending at a narrowed point in the 
tibial graft will be limited, and by 
permanent reinforcement with cortical 
grafts (not delayed grafts) at the site 
of apparent weakness, spontaneous 
fracture will be prevented. 


Intermittent Claudication. 


A. M. Boyp, A. Hatu Ratcuirre, R. P. 
JEPSON AND G. W. H. James (The 
Journal of Bone and Joint Surgery, 
August, 1949) enumerate the following 
theories of the mechanism of the pain 
syndrome in vascular disease: (i) 
muscle spasm, which is now abandoned, 
(ii) arterial spasm, (iii) muscle 
ischemia, a theory initiated by Lewis, 
who suggested that inadequate blood 
flow through the muscles led to the 
accumulation of a pain-producing sub- 
stance, “factor P”. The authors accept 
and extend this theory and indicate 
experimentally that claudication in 
particular muscles produces a more 
or less characteristic distribution of 
radiation. The following classification 
is made of the arterial diseases in the 
lower limbs: (i) primary thrombosis 
of the popliteal artery, which is usually 
traumatic in origin; (ii) juvenile 
obliterative arteritis—Buerger’s disease 
as commonly understood; (iii) senile 
obliterative arteritis or “arterio- 
sclerosis”. The first two groups occur 
in patients under the age of thirty-five 
years and the last group in those over 
that age. “Arteriosclerosis” may mani- 
fest itself as _ diffuse obliterative 
arteritis, secondary popliteal throm- 
kosis or secondary femoral thrombosis. 
By means of a stationary “walking 
machine”, direct observations of 
patients under standard conditions 
were made and claudicants divided into 
three classes: (i) those who could 
“walk through” their pain, which 
became relieved by continued exercise; 
(ii) those who, though suffering pain, 
could continue to walk; (iii) those in 
whom the intensity of pain, once com- 
menced, siopped further’ exercise. 
These groupings indicate varying 
degrees of arterial insufficiency. Treat- 
ment is directed, firstly, to improve- 
ment of the blood supply by formal 
lumbar ganglionectomy or, if this is 
contraindicated, by paravertebral block 
with 6% phenol in water, or by use of 
vitamin E (a-tocopherol) concentrate, 
and, secondly, to methods of relieving 
pain either by division of the internal 
or external popliteal or the posterior 
tibial nerves, when claudication tended 
to occur in the remaining unparalysed 
muscles, or by subcutaneous tenotomy 
of the tendo Achillis, a method which 
the authors state has given good results 
in severe cases. 
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British Medical Association Wews. 


SCIENTIFIC. 





A MEETING of the New South Wales Branch of the British 
Medical Association was held at Broughton Hall Psychiatric 
Clinic, Leichhardt, New South Wales, on November 17, 1949. 
The meeting took the form of a series of clinical demonstra- 
tions by the medical superintendent, Dr. Guy LAWRENCE. 


Pharmacodynamic Therapy. 


Dr. Lawrence first discussed and demonstrated the method 
of pharmacodynamic treatment of the psychoneuroses by 
ecarbon-dioxide inhalation. He explained that a mixture 
consisting of 30% carbon dioxide and 70% oxygen gas was 
ready in a cylinder, to which were attached a reducing valve 
and an inhalation mask with a central valve. The patient 
was prepared as for general anesthesia, walked into the 
treatment room and lay on a bed. The mask was applied 
to the face, the gas mixture was turned on and the patient 
was told to breathe deeply. For the first treatment, 25 
respirations were allowed the patient, and he was then 
probably unconscious. Consciousness returned in a minute 
or two, and there were no unpleasant sequel. If the 
patient did not become unconscious, then 30 to 35 respira- 
tions were given on following days until a suitable dose was 
found for each patient individually. After he woke up, he 
was asked what dreams or ideas had entered his mind, 
and those were recorded for later reference. There were 
certain effects noted. In phase (a), subcortical stimulation 
was observed after the first few respirations of the gas, when 
the heart rate quickened, the blood pressure rose, and the 
respiratory rate increased; that phase lasted from six to 
twelve respirations. Phase (b) was a stage of narcosis in 
which the patient lost contact with the environment; it 
lasted six or twelve to twenty or thirty respirations. Phase 
(c) had mainly an emotional content; the patient lived 
through his pathogenic experiences again and again, and 


discharged his emotions often with great force; that 
happened perhaps after forty respirations. Extrapyramidal 
There 


signs appeared from thirty respirations onwards. 
might be tremor, tetanoid spasms of hands and feet, and 
later spasms in face and trunk. There was flexor and, later, 
extensor rigidity, and Babinski’s sign might appear in the 
great toe.“ Decerebrate rigidity could be produced if enough 
gas was used, and when the mask was removed epileptiform 
attacks might occur. The fits had no therapeutic value at 
all, and they did not, as a rule, appear under sixty or more 
respirations of the gas mixture.. 

Indications for the treatment were (a) diseases with 
conversion symptoms, hysteria and anxiety hysteria; (b) 
anxiety states, especially if chronic or subacute; (c) 
personality maladjustments, passive perversions and chronic 
aleoholism; (d) conditions causing guilt or feelings of 
inadequacy.. It was of no use for the psychoses (except 
transitory improvement). It failed in obsessive states and 
in hypochondriacal neuroses. Contraindications were high 
blood pressure, organic heart disease and “open” pulmonary 
tuberculosis. 

Dr. Lawrence commented that after thirty treatments, 
given at the rate of three, four or five a week, a close 
examination should be made of the patient’s mental state, 
and if there was no improvement, the therapy should cease. 
If improvement was occurring, up to 100 or more treatments, 
if necessary, should be given. There was considered to be no 
danger to life from the treatment. It was clean and quick, 
the whole session taking—in individual cases—about six 
minutes. Some patients had no violent reactions, and 
passed gently. into unconsciousness and out of it. Others 
abreacted violently, and some abreacted indirectly in dreams. 
‘Another class showed spontaneous analysis and reintegration 
to a more normal personality pattern. 

Dr. Lawrence presented three patients to illustrate the 
use of this form of treatment. 


Anziety State. 


The first patient was a woman, aged thirty-two years, a 
domestic worker, with a family history of neuropathy, who 
had begun to show signs of anxiety neurosis. She lost 
confidence in herself, developed an uneasy feeling in the 
pit of the stomach, and had palpitation. of the heart and a 
numb feeling in the head. She developed a great interest in 
her sister’s husband, and she felt that her own sexual life 
was being wasted, but she made no proper sex relationships 
and indulged in some masturbation. She was restless and 
anxious on admission to the clinic, and said that she did not 





know what to do. She had a course of 28 treatments of the 
pharmacodynamic therapy, in which she showed reactions 
of physical orgasm; on days when that was not achieved 
she said that her dreams had been of pursuing something 
which she always just failed to catch. She felt much better 
for the treatment, and it was considered desirable then to 
administer a few electroconvulsive treatments to combat 
some residual depressive feelings. Dr. Lawrence considered 
that the gas therapy had certainly done the patient a great 
deal of good, and under it she had lost her feelings of 
anxiety and gained good physical health. 


Hysterical Dysarthria. 

The second patient, a young man, aged eighteen years, a 
labourer, with a history of neuropathy, had suddenly lost the 
use of his voice completely, and entered hospital. He was a 
Bohemian type, rather superficial in. emotional responses 
and in interpersonal relationships. The attack of mutism 
was precipitated by the news of the sudden death of a 
friend’s father. He was free of organic illness, and the gas 
therapy was commenced. He had a course of sixty treat- 
ments, and completely recovered from the severe stammer 
which followed the mutism, He relapsed on one or. two 
occasions, but he remained well and free of any impediment 
to his speech. 


Reactive Depression with Hysterical Features. 

The third patient, a married woman, aged forty-seven 
years, separated for two years from her husband and having 
a history of neuropathy, had begun to show signs of nervous 
illness. A few weeks prior to admission to the clinic she 
had become depressed and lachrymose. She developed 
insomnia, and did not take much food. She lost weight, and 
complained of pains in the abdomen and of vomiting. She had 
lost her sight on several occasions, a condition of hysterical 
amblyopia, and, in general, was very ill mentally. She 
had a leg partly crippled by infantile paralysis and was full 
of inferiority. She had a strong inferiority over the con- 
dition of her leg and gave up hope of marriage until she 
seduced a man eleven years her junior; he eventually 
married her, but deserted her for other women. She was 
given a course of thirty gas treatments, made an excellent 
recovery, both mentally and physically, and left the hospital 
to rejoin her husband, who promised to reform. 


(To be continued.) 
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Public Health. 


THE HEALTH OF NEW ZEALAND. 





THE annual report of the Director-General of Health of 
New Zealand for the year 1948-1949 has been received. 

In his general survey the Director-General points out that, 
from the evidence of the vital statistics for the year 1948, 
the health of the people of New Zealand, both European and 
Maori, is being maintained, together with improvement in 
many respects during the past few years. The outstanding 
epidemiological features of 1948 were the continuance, 
unabated throughout the year, of the epidemic of polio- 
myelitis, which commenced in November, 1947, and the 
remarkably low incidence of diphtheria. The birth rate, 
whilst slightly below that of 1947, remained high, and the 
infant mortality rate, the stillbirth rate, and the tuberculosis 
death rate all reached new low levels. 

In the past Maori statistics have been given in the annual 
reports of the department only: to a minor extent. This has 
been due to the incompleteness of these statistics and to 
doubts as to the accuracy of such statistics as were avail- 
able. With the introduction of new regulations and with 
the introduction of various benefits under the Social Security 
Act, the position has improved. Maori statistics will be 
dealt with more fully in future; but the Director-General 
points out that considerable improvement still has to be 
made before they can be accepted as accurate. 


Vital Statistics. 


The mean population of the Dominion for 1948 was 
1,841,531 (Europeans, 1,731,583; Maoris, 109,948)—an increase 
of 38,894 (Europeans, 35,395; Maoris, 3499) over the figures 
for 1947. 

Live births registered during the year numbered 4%149 
(Europeans, 44,193; Maoris, 4956), and the rates per 1000 
of mean population were: European, 25°52; Maori, 45°08; 
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combined, 26°69; as compared with the respective rates for 
1947 of 26°42, 46°86 and 27°63. 

The deaths registered during the year numbered 17,285 
(European, 15,812; Maori, 1473). The respective crude 
death rates per 1000 of mean population were: European, 
9:13; Maori, 13°40; and combined, 9°39. These compare 
favourably with the rates of 9°38, 14:45 and 9°68 respectively 
for 1947. 

Infant deaths totalled 1349 (European, 969; Maori, 380). 
The rates per 1000 live births were: for Europeans, 21:93; 
for Maoris, 76°67; and for the two races combined, 27°45. 
The European rate is the lowest ever achieved, and the 
Maori rate is the lowest but two recorded, the rates for 
-1946 and 1947 being 74:62 and 73:18 respectively. 

The lessening in the European infant mortality rate over 
the past fifty years is shown in a table, in which the average 
rates for five-yearly periods are given, together with annual 
rates for the past five years. This table shows that the 
reduction in infantile mortality has been continuous since the 
dawn of this century, and it is pointed out that the Royal 
Society for the Protection of the Health of Women and 


Children—popularly known as the Plunkett Society—whose ~ 


activities have been an important facter in the reduction 
of the infantile mortality rate, commenced its work in 
Dunedin in 1907. 

A stillborn child is defined as one “which has issued from 
its mother after the twenty-eighth week of pregnancy, and 
which was not alive at the time of such issue’. Compulsory 
registration of stillbirths for the European section of the 
community was introduced in 1913. Maori stillbirths do not 
require to be registered. The stillbirths registered in 1948 
numbered 831, giving a rate of 18°46 per 1000 total births; 
in 1947 the number was 911 and the rate 19:92. These are 
the only occasions on which the rate has fallen below 20 
per 1000 live births. 

The maternal mortality rate for Europeans, including 
deaths from septic abortion, was 1:26 per 1000 live births 
(it was 1:07 in 1947). If septic abortion is excluded, the 
rate was 1:06 (0°85 in 1947). The Maori rate was 1°82 per 
1000 live births (2°21 in 1947). This is the lowest rate so 
far recorded. The combined rate for Europeans and Maoris 
was 1°30 per 1000 live births. The Maori rate has varied 
considerably from year to year during the past ten years, 
but there has been a definite downward trend. In 1939 the 
Maori rate was 4°62. 


‘Infectious and Notifiable Diseases. 


Notified cases of diphtheria numbered 166 (Europeans, 
154; Maoris, 12). This is the lowest number of cases so far 
recorded. The department has continued its policy of 
encouraging immunization against diphtheria preferably 
during the first year of life. It is stated, however, that the 
numbers.of children being immunized are too few to ensure 
that the disease will not increase in future years. 


There were 42 cases of typhoid fever (Europeans, 15; 


Maoris, 27) and 25 cases of paratyphoid fever, all among ; 


Europeans. The cases of typhoid fever were fairly evenly 
distributed throughout the year, and no outbreaks of any 
importance occurred. The cases of paratyphoid fever 
occurred mainly in the first quarter of the year, and in 
two health districts. Sixty-one cases of amcebic dysentery 
were reported. The greatest numbers were reported in the 
Central Wellington and Christchurch districts. In nearly 
all cases the disease was contracted outside New Zealand, 
and a large proportion of those affected were ex-servicemen. 
Two cases afe known in which the disease was contracted 
in New Zealand. The statement is made that amebic 
dysentery is a disease to be reckoned with, and is likely to 
become endemic unless energetic measures are taken to 
follow up notified infections until a cure is established. 

Nine hundred and sixty-three cases of acute poliomyelitis 
were notified—915 among Europeans and 48 among Maoris. 
Contrary to expectations, the epidemic, which began in 
November, 1947, continued with undiminished intensity 
throughout the whole of.1948, and cases were still occurring 
in 1949. In all previous epidemics of poliomyelitis in New 
Zealand, the outbreak commenced in early summer, and 
came to an end in the following winter, and the highest 
incidence affected only a pertion of the country. In the 
present outbreak, cases first occurred in Auckland in 
November, 1947, and for the first six months the epidemic 
was mainly confined to the Auckland province and Taranaki. 
Later in the year cases occurred in considerable numbers 
in‘ the southern part of the North Island, particularly in 
Wellington. Towards the end of the year and during 1949, 
considerable numbers of cases were reported from the South 
Island. At the latter end of the report there is a special 
study of the poliomyelitis outbreak in Auckland by Dr. 
A. W. S. Thompson. 
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Child Hygiene. 


The policy of thorough individual examination of the pre- 
school child by a medical officer in the presence of the 
parent is thought to be bearing fruit. Medical officers are 
finding that advice and encouragement given about toddlers 
are remembered by parents, and that this form of health 
education lessens the health defects found in the school 
years. Health supervision in primary schools is most active, 
and medical officers find the most cooperation in schools 
which have a “live’’ parent-teacher committee or association. 

Nutrition is back to its pre-war average level of about 
5% of subnormal nutrition among children. Posture has 
improved, so that, while the slight impairments remain 
numerous, about one child in three being affected in the 
school years, the gross defects are almost halved from the 
previous year. The amount of goitre in the child population 
continues to decline in pre-school, school and Maori children, 
Among European school children there was a new low 
level of 3°49%; in these children ten years ago the figure 
was 15:12%. The fall is regarded as having been brought 
about by the increasing and. continuous use of iodized salt 
in the community. 

The findings of the pre-school medical examination show 
a “slight but fairly general improvement” on those of the 
previous year. There is less malnutrition and less dental 
caries, and noses and throats are healthier. If a reader of 
this report wished to be critical, he might suggest that the 
medical officers of the New Zealand Department of Health 
expected the little New Zealanders to be little Utopians. We 
read: ‘“‘Mothers still need a lot of help on the training and 
mothercraft side—for example, one pre-school child in every 
ten has a bad food habit, and a further one in each twenty 
has some other bad habit.” Most ordinary people would 
think that pre-school children in New Zealand are just 
normal youngsters. 

It is interesting to read that more than 31,000 parents 
were present at ‘the examination of more than 100,000 
European primary school children. Among these children 
there were .1609 with corrected defective vision, and 2408 
with uncorrected defective vision; 273 had defective hearing; 
9934 had enlarged tonsils, and 2790 nasal obstruction; 7146 
suffered from dental caries, and the number of dental fillings 
is set down at 75,101. There were 4321 perfect sets of teeth. 

Secondary school children were examined at the school 
certificate age level only; 2005 children were examined when 
officers could find time—restrictions were due to shortages 
of medical staff. It is hoped to expand this work later. 

Departmental nurses and medical officers carried out anti- 
diphtheria immunization, a total of 29,181 complete courses 
of prophylactic injections being given. During the year 
5148 complete courses of whooping-cough vaccine were given, 
and Maori children attending primary schools were vaccinated 
against typhoid fever and paratyphoid fever to the number 
of 19,521. It is pointed out that this does not give a complete 
picture of the state of artificial immunity in New Zealand, 
as private practitioners are doing an increasing amount of 
this work, and “are failing as a body to keep the depart- 
ment informed of numbers done, although they accept free 
prophylactic from the department on the understanding that 
such returns are made in due course”. 

As in previous years, officers of the department concerned 
with child hygiene recommended for treatment in approved 
health camps some 3000 children found to have defects 
which could possibly be corrected by the treatment offered 
in the camps. The general administration and financing of 
these health camps is the joint responsibility of the King 
George V Memorial Fund Board and the New Zealand: 
Federation of Health Camps, Incorporated. 

The milk-in-schools scheme continued to operate during 
the year. The percentage of children accepting tie 
pasteurized milk offered to them decreased from 70 to 68. 
Of the 244,000 children attending the various schools where 
the milk was supplied, 166,000 accepted the half-pint ration. 
Malted milk powder, to be made into a hot drink, was 
supplied as an alternative to schools in isolated parts of the 
country, where it was not practicable for pasteurized milk 
to be delivered. 


Health Benefits. 


A table is published showing the expenditure on the 
various classes of benefits. It is pointed out that without 
exception there has been an increase in all five classes of 
benefits (maternity benefits, medical benefits, hospital 
benefits, pharmaceutical benefits, supplementary benefits), 
and also.in the total expenditure, which has now reached a 
sum of £7,843,634 per annum. It is also emphasized that the 
people of New Zealand are receiving many advantages 
through the provisions of the Social Security Act, as no 
economic barriers are now involved. This has led naturally 
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to an increased use of all the services, but there is evidence 
that the services are not always used prudently and wisely 
by the general public, and that accordingly some of the 
expenditure in certain of the benefits is both unnecessary 
and wasteful. 

Some of the figures are interesting. The payment of 
pharmaceutical benefits was commenced on May 65, 1941. 
During the year 1941-1942 the sums paid for drugs supplied 
by pharmacists, medical practitioners and institutions were 
respectively £261,845, £1527 and £16,326. In the year 1944- 
1945 the amounts were respectively £933.490, £6231 and 
£40,516. In the year 1948-1949 the amounts were £1,727,556, 
£8262 and £57,341 (a total of £1,793,159). The cost of general 
services (the scheme was introduced on November 1, 1941) 
has risen every year since the service was started. In 1941- 
1942 the cost was £69,898, in 1942-1943 it was £831,397, in 
1943-1944 it was £1,026,073, in 1944-1945 it was £1,161,326, in 
1945-1946 it was £1,291,448, in 1946-1947 it was £1,600,601, in 
1947-1948 it was £1,993,806, and in 1948-1949 it was £2,112,304. 
Radiological services were first introduced on August 11, 


1941. The annual cost has risen steadily from £27,962 in the. 


first year to £249,461 in the last. Laboratory services were 
introduced on April 1, 1946. The amount paid in connexion 
with them has risen from £61,453 in the first year to 
£117,173 in the last. Artificial aids benefits were introduced 
on July 1, 1947; their cost has mounted from £8067 to 


£96,062. 
Tuberculosis. 


There has been a steady fall in the mortality from 
tuberculosis in both European and Maori races during the 
last five years. In 1943 the crude death rates from all forms 
of tuberculosis per 10,000 of population were 3°72 for 
Europeans and 36-6 for Maoris (both races, 5°62). In 1948 
the figures were 2°71 for’ Europeans and 25°01 for Maoris 
(both races, 4:04).- It is pointed out that although the fall 
gives a sense of satisfaction, the death rate for tuberculosis 
among Maoris, when compared with that of native races 
in other countries, is unduly high. Although the registered 
inciderice of known infections shows an accretion at the end 
of 1948 of only 176 cases, compared with 540 in 1946 and 204 
in 1947, it is regarded as obvious that shortages of hospital 
and sanatorium accommodation must be overcome if the 
control of the disease is to be maintained. More assiduous 
case-finding will reveal a greater number of active cases 
during the next ten years at least for which accommodation 
and treatment will be necessary. 

The use of “B.C.G.” vaccine in New Zealand, as advocated 
by the World Health Organization, has been accepted by the 
New Zealand Tuberculosis Service, and a restricted pro- 
gramme in two provincial hospitals has already been com- 
menced by the inoculation of successive groups of nurses 
with a reliable vaccine obtained from Australia. Mass 
radiography is being extended. Two miniature film units 
will shortly be available, one for use at Christchurch and 
the other at Auckland. A third unit has arrived and is being 
held in Wellington for use in the training unit to be estab- 
lished to train field staff in tuberculin testing, “B.C.G.” 
vaccination and miniature radiography. Unfortunately 
difficulty is being experienced in obtaining adequate accom- 
modation and staff to operate these units. 

An interim report on the incidence of tuberculosis amongst 
nurses has been made, and further consideration is being 
given to the question by a detailed examination of the 
medical history of each patient whose infection is reported 
from some of the larger hospitals. . 

The preliminary report suggests that at present the 
following deductions can be made: 

1. That the increase in incidence of notified cases of 
tuberculosis in nurses which has aeccurred during the years 
1942-1946 has been due to improved standards of case- 
finding and notification. 

2. That although the standards of case-finding and control 
of tuberculosis in nurses in New Zealand hospitals as a 
whole are high, further improvement in measures of case- 
finding and control among in-patients and out-patients of 
hospitals is éssential in the control of tuberculosis in nurses. 

8. That the incidence of notified cases of tuberculosis 
among nurses in New Zealand compares favourably with 
that in other countries. 

4. That the introduction of “B.C.G.” vaccination among 
nurses on a voluntary basis should assist in a reduction of 
the incidence of pleurisy and erythema nodosum of tubercu- 
lous origin, and of other manifestations of primary infection, 
and possibly in a reduction of the incidence of exogenous 
reinfections. This measure should not be allowed to replace 
other effective. means of case-finding and control. 

The legislature in 1948 adopted the Tuberculosis Act, 1948. 
This measure took the control of tuberculosis out of the 





provisions of the Health Act, 1920. It is stated in the report 
that the Act introduced new measures to assist tuberculous 
patients and te prevent the spread of the disease. It ig 
thought that through its agency patients may regain their 
full health and become rehabilitated into full employment, 


Maternal Welfare. 


The number of beds available to the Division of Maternal 
Welfare has increased during the past year by 124, the 
present total being 2327. The private hospital bed accom- 
modation decreased by 55, owing to the loss of 12 hospitals, 
but this has been offset by an increase of 179 beds in public 
hospitals. or annexes. In ten cases hospital boards have 
taken over private hospitals and are running them as Hos- 
pital Board institutions. The total number of available 
beds represents a ratio of 5-84 beds per 1000 mean population 
of the female population in the 15 to 44 years age group. 
This is an increase of 0°29 bed per 1000 over the figures for 


Many factors are involved in the reduction of maternal 
mortality from practically all causes in both races during 
recent years. Among these the following are mentioned: 


1. The relatively higher standard of living, particularly 
with the Maori race, as a result of social security legislation, 
associated with a better appreciation of the cultural factors 
involved in health promotion and the prevention of disease. 

2. A greater degree of health consciousness among all 
classes in the community as a result of specialized and 
general health education. 

3. Improved nursing, medical and hospital facilities, and 
increased use of them, following the improvements in health 
consciousness, and the free services provided by social 
security legislation. 

4. Improvements in medical and nursing techniques in the 
ante-natal, intra-natal and post-natal spheres and the con- 
tinued supervision of techniques by the department. 

5. The use of sulphonamides and antibiotic drugs, both in 
the prevention and in the cure of: maternal infection. 

6. Finally, the special efforts of the Department of Health 
and the Obstetrical Section of the British Medical Association 
(New Zealand Branch) in a policy aimed at prevention of 
maternal morbidity and mortality. 


A National Health Institute. 


Among other matters in this report to which attention 
should be drawn is an announcement that further progress 
has been made toward the establishment of a National 
Health Institute for the Dominion. A building has been 
obtained in Wellington, and some members of the staff have 
been appointed. The main functions of the institute are 
set out as follows: (a) To assist the department in its work 
by stimulating an interest in preventive medicine. (b) To 
assist public health and hospital laboratories to work more 
efficiently and uniformly. (c) The analysis and interpretation 
of vital statistics to give the necessary knowledge on which 
to base policies for the prevention and control of disease. 
(d) To undertake chest radiography and tuberculin testing, 
and to control the “B.C.G.” vaccine immunization training 
unit. (e) The inspection and testing of X-ray equipment. 
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Correspondence, 








AN EPIDEMIC OF ACUTE LARYNGO-TRACHEO- 
BRONCHITIS IN TOOWOOMBA. 





Sir: Remarks in an article, “An Epidemic of Acute 
Laryngo-Tracheo-Bronchitis in Toowoomba’, published in 
your journal on December 3, 1949, call for comment. 

1. It is stated: “My seniors who had had experience of 
the disease in previous epidemics considered that this pro- 
cedure [tracheotomy] hastened the inevitable end, it being 
assumed in view of the children’s colour and mode of death 
that death was due to a fulminating toxemia.” This is a 
loose statement both in itself and also in view of the findings 
of Arden and Duhig in their authoritative article “Acute 
Laryngo-Tracheo-Bronchitis” (THE MEDICAL JOURNAL OF 
AUSTRALIA, February 19, 1944). Arden and Duhig intimate 
from their own experience and the figures of other workers 
that tracheotomy with tracheal and bronchial suction can 
be a life-saving measure where non-surgical methods have 
failed. Since Arden and Duhig’s publication, the antibiotics 
have been added to the treatment. They have controlled 
the infection better, thereby necessitating fewer tracheo- 
tomies. However, there are cases in an epidemic where, 
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because of drug resistant strains and a severe anoxic 
obstructive component, tracheotomy will help. More young 
children suffer more severely than the older ones; and 
this can be attributed to the simple physical matter of the 
size of the respiratory lumen. In the 24 cases cited, two 
died without tracheotomy being done and one after 
tracheotomy. The first two cases died within nine hours 
of admission, but the tracheotomy case died at least eighteen 
hours after the operation. Surely this is no argument 
against tracheotomy but rather one for it. 


2. “The respiratory obstruction in acute laryngo-tracheo- 
bronchitis is not an obstruction that can be relieved by 


tracheotomy. ...” Anyone who has had the experience of 
clearing out the exudate and forcing an airway by a 
tracheotomy tube ‘will not deny the relief it affords the 
child’s general and respiratory distress when other therapy 
kas failed. Tracheotomy in a selected case can be a life- 
saving measure. It affords easy access to tracheal and 
bronchial aspiration. An important point to remember is 
that the inflammation does not, lodge throughout the whole 
respiratory tree at once: it extends from above downwards. 


3. In acute laryngo-tracheo-bronchitis there are two main 
pathological components: anoxia from respiratory obstruc- 
tion causing biochemical changes and tissue spoiling in the 
vital organs; and “toxemia”. Both anoxia and “toxemia” 
contribute to circulatory failure (which is peripheral as 
well as central), and both are present in severe cases. 
Where the case has been brought for treatment late and 
where antibiotics and sulpha drugs have failed to arrest 
the progress of the infection towards death, then 
tracheotomy is indicated to control at least the anoxic 
obstructive component. As Arden and Duhig state: “It is 
always hard to decide whether the time for surgical inter- 
vention has come ... yet it is neither wise nor kind to allow 
him to struggle on for hours, tiring himself out. when 
every inspiration is an effort and the pulse rate is rising. 
On the whole there is a -tendency to wait too long because 
of the pernicious teaching that pallor, sweating, cyanosis 
and extreme restlessness are the indications for operation. 
Actually they are the symptoms of anoxemia.... - 


4. Finally it was claimed that “shot-gun therapy with a 
vengeance” was “100% successful” when applied to 21 cases, 
but the total number of cases considered was 24 cases, three 
of whom died. It is hard to imagine what beneficial effect 
ascorbic acid, potassium permanganate bowel washouts and 
oxygen by intranasal catheter may have in acute laryngo- 
tracheo-bronchitis. Moreover, the addition of streptomycin 
would not appear to influence much the pathogenic Gram- 
positive organisms isolated in the series. 


There is still some place for tracheotomy in the treatment 
of acute laryngo-tracheo-bronchitis, although it may not be 
needed as much now that chemotherapy and antibiotics 
have improved the position. 

Yours, etc., 


Queensland, J. DE Vipas, M.R.A.C.P. 


December 5, 1949. 





Simr: I read with interest the article in THE Mepicau 
JOURNAL OF AUSTRALIA, December 3, 1949, on an epidemic of 
acute. laryngo-tracheo-bronchitis by R. D. Spooner, and I 
think that all additions to the literature on a disease with 
such a serious prognosis, as it usually receives, are welcome. 
However, I feel that when an article tends to recommend 


.the abandonment of an important current treatment that 


is apparently gaining in popularity in England and 
America, namely, early tracheotomy by skilled hands, the 
evidence for this conclusion must be carefully examined. 


It is first necessary to consider the criteria of diagnosis, 
and if these are not fully satisfactory, the conclusions drawn 
from the result of treatment are invalidated. 


Following the classification of croup made by Rabe (1948) 
into (i) diphtheritic, (ii) virus and (iii) that associated with 
Hemophilus influenee type B, and then taking the usual 
definition of acute laryngo-tracheo-bronchitis as “a severe 
form of inflammation affecting the whole of the upper 
respiratory tract”, it appears that most cases of acute 
laryngo-tracheo-bronchitis are severe forms of Rabe’s types 
(ii) and (iii), the latter having the worse prognosis. 


I do not think that any general practitioner who has spent 
anxious nights watching croup, or any resident medical 
officer who has had the responsibility of a laryngeal 
diphtheria ward and all it contains, will accept evidence of 
severe upper respiratory tract obstruction as proof of the 
presence of this condition. Dr. Spooner may have omitted 
to mention the clinical features on which the differential 





diagnosis between severe croup and acute laryngo-tracheo- 
bronchitis was made for the purpose of his figures. 

Considering the age incidence and throat swabbings, it 
appears that all his cases belong to Rabe’s.class (ii) croup, 
but we have no indication of the percentage that would have 
had a bad prognosis. 

In the previous epidemic quoted there is no mention of 
the etiological factors or diagnostic criteria,so on superficial 
evidence they do not appear to be a comparable series. 

Polytherapy of this “unscientific type” is almost obligatory 
nowadays in severe infections, but I think it desirable to try 
to deduce what produced the results. The generally accepted 
teaching appears to be that: 


1. Sulphonamides are always worth giving. 

2. Streptomycin is valuable, particularly when Haemophilus 
influenze is present. 

3. Penicillin is probably ineffective in the primary condition, 
but, particularly after tracheotomy, helps against secondary 
invaders. 

4. Steam administration and maintenance of body fluids 
are essential. 

5. Oxygen therapy is usually necessary. 

6. All efforts must be made.to maintain a clear airway, 
though intubation is contraindicated. Early tracheotomy 
before the onset of severe anoxemia and bronchoscopic 
suction seem effective. It is the practice in some hospitals 
for these patients to be seen as soon as possible by an ear, 
nose and throat surgeon, who does the tracheotomy and 
bronchoscopic suction as necessary. 

It seems to me that both the anoxzemia and toxemia are 
to be treated. As the pyogens are usually regarded as 
secondary invaders and not the cause of the severe infection, 
we have no sure drug therapy for the virus type. Therefore, 
all efforts to relieve the anoxemia are desirable. 

I do not think that the diagnosis in this series is sufficiently 
conclusively established to deduce that tracheotomy can be 
safely omitted without careful consideration, in any case, 
of acute laryngo-tracheo-bronchitis. 

Yours, etc., 


Sydney, Cuatir ISBISTER. 


December 16, 1949. 


Reference. 


Rabe, BE. A. (1948), “Infectious Croup”, Pediatrics, Volume 
bu B pages 255, 415 and 559. 





THE PLANNING OF MEDICAL SERVICES. 





Sir: I would like to make a final appeal to the members 
of the British Medical Association in Australia to study very 
closely the attitude of the British Medical Association towards 
the different schemes devised by the Government to socialize 
the medical services. 

In a recent leaflet distributed by the Victorian Branch the 
first paragraph, “The Doctor says”, declares: “He is whole- 
heartedly in favour of a scheme to spread the cost of medical 
care over the whole community.” This can only mean that 
the Government is to tax the whole community to pay for 
the cost of medical services. I most emphatically state that 
this is a form of socialization. Can anyone think that if 
the Government is going to pay for all medical services that 
they will not demand the power, and rightly so, to govern and 
direct and control the monetary distribution, as well as those 
to whom such monetary return is made? This is in 
accordance with the popular axiom that he who pays the 
piper calls the tune. We thus witness the absurd position 
that the British Medical Association is opposing socialization 
of the profession whilst announcing that it is in favour of 
one of the means of such socialization. 

In like manner the British Medical Association has 
repeatedly stated that it is not against “free medicine”. 
Surely it must be evident that free doctors must inevitably 
follow free medicine—one without the other is just absurd, 
and the electors will quickly realize this and demand free 
doctoring. The natural reaction in the minds of most people 
will be: If we get medicine free, why should we have to pay 
the doctors? It is quite possible that the sponsors of “free 
medicine” realized that such legislation would create a 
demand for free doctors. It sure will. 

There are numerous arguments against both free medicine 
and the idea that the taxpayers should meet the total cost of 
medical services. First the term “medical care” is so vague 
and so widespread in its various connotations as to really 
become absurd. It could mean houses, food, blankets and all 
the many things that are directly and indirectly connected 
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with health and ill health. Secondly, tha people in this 
country spend at least £121,000,000 a year on tobacco and 
alcohol, two substances which act as poisous on the human 
body as well as impoverish those that indulge in them. 
Surely a nation that can spend its wealth in such a wild 
and foolish manner can afford to pay for its medical care— 
more especially when one considers that a considerable 
portion of the community’s ill health is directly or indirectly 
caused by this folly. 

There can be no doubt that the mistaken attitude of 
the British Medical Association is helping the final 
implementation of socialization of the medical profession. 
One cannot predict just when this will eventuate, but unless 
the idea is fought in a total manner, that is, by withdrawing 
these two foolish pronouncements and refusing to have 
anything to do with any interference by governments in 
the practice of private medicine—then the medical profession 
can only blame themselves when they’will have become the 
servants of the totalitarian socialist State. . 

Yours, etc., 

111 Collins Street, Paut G. DANg. 
Melbourne, C.1, ae 

December 6, 1949. te 
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Congresses, 








INTERNATIONAL CONGRESS OF PACDIATRICS. 





THe Sixth International Congress of Peediatrics will be 
held at Zurich, Switzerland, from July 24 to 28, 1950. In 
connexion with the congress a scientific exhibition in which 
the World Health Organization will participate is to take 
place from July 21 to 31, 1950. The official reception of the 
participants will be held on the evening of July 23. 

In addition to two plenary sessions, sectional meetings 
vill be held. The several sections are as follows: Professional 
Problems and Social Medicine; Pathology of the Newborn; 
Problems of Growth; Basic Research; Metabolic Disorders; 
Blood Diseases; Astiology of the Diarrhceal Diseases and 
Dystrophies; Virus Diseases; . Bacterial and Protozoal 
Diseases; Surgery in Childhood; Psychiatry and Neurology; 
Miscellaneous. Dr. H. Zellweger.is the General Secretary. 
Information may be obtained from the New South Wales 
—— Tourist Bureau, Challis House, Martin Place, 

ydney. 
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Honours, 








NEW YEAR HONOURS. 





His Masesty tHE Kino has been pleased to confer the 
honour of knighthood on Dr. Thomas Ernest Victor Hurley, 
of Melbourne, and Dr. Thomas George Wilson, of Adelaide. 

Dr. Eric Howard Manly Luke, of Wellington, New Zealand, 
has been created a Companion of the Most Distinguished 
Order of Saint Michael and Saint George. & 





Dbituarp. 





ROBERT SPROULE. 





WE regret to announce the death of Dr. Robert Sproule, 
which occurred on December 14, 1949, at Cronulla, New 
South Wales. 





HAROLD HERBERT YOUATT. 





WE regret to announce the death of Dr. Harold Herbert 
Youatt, which occurred on December 18, 1949, at Brisbane. 





FRANCIS JAMES BAIN DRAKE. 





We regret to announce the death of Dr. Francis James 
Bain Drake, which occurred on December 19, 1949, at Hobart. 





Mominations and Elections. 





‘THE undermentioned has applied for election as a member 
of the New South Wales Branch of the British Medical 
Association: 

Schiller, Eric, M.B., B.S., 1948 (Univ. Sydney), 9 Killarney 
Street, Mosman. 


<i 
<i 


Diary for the Wonth. 


Jan. 9.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

JAN. at hae! South Wales Branch, B.M.A.: Council Quarterly. 

JAN. 12.—South Australian Branch, B.M.A.: Council Meeting. 

Jan. 14.—Queensland Branch, B.M.A.: Council Meeting. 

Jan. 16.—Federal Coun of the B.M.A. in Australia: Meeting 


in Melbourne. e 

Jan. 17.—New South Wales Branch, B.M.A.: Medical Politics 
Committee. 

Jan. 25.—Victorian Branch; B.M.A.: Council Meeting. 
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PWedical Appointments: Important Motice. 














MEDICAL PRACTITIONERS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Honorary Secretary, 135 Macquarie 
Street, Sydney): Ashfield and District United Friendly 
Secieties’ Dispensary; Balmain United Friendly Societies’ 
Dispensary; Leichhardt and Petersham United Friendly 
Societies’ Dispensary; Manchester Unity Medical and Dis- 
pensing Institute, Oxford Street, Sydney; North Sydney 
Friendly Societies’ Dispensary Limited; People’s Prudential 
Assurance Company Limited; Phenix Mutual Provident 


Society. : 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
Bast Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudential 
Association, Proprietary, Limited; Federated Mutual 
Medical Benefit Society; Mutual National. Provident Club; 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 225 
Wickham Terrace, Brisbane, B.17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary, 178 North 
Terrace, Adelaide): All Lodge appointments in South 
Australia ; all Contract Practice appointments in South 
Australia. 

Western Australian Branch (Honorary Secretary, 205 Saint 
George’s Terrace, Perth) : Norseman Hospital; all Contract 
Practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 
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Editorial Motices. 


Manuscripts forwarded to the office of. this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THR 
——- JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 

All communications should be addressed to the Editor, THE 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify the Manager, 
THm MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
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